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STENOSIS OF THE BLADDER OUTLET* 
CuarLes H, Cuetwoop, M.D., LL.D., F.A.C.S. 
New York 

Contracture of the neck of the bladder has 
especially interested me almost from the beginning 
of my professional career. The discussion of 
this under the title “Stenosis of the Bladder 
Outlet” is for the purpose, primarily, of directing 
attention to it and also to embrace for considera- 
tion, under the same headinz, all types of ob- 
structive conditions that interfere with or cause 
deviation from the normal outlet of the internal 
orifice of the bladder, not properly belonging to 
the classification of adenomatous prostatic hy- 
pertrophy or of malignant neoplasm. It is a 
noteworthy fact that the condition in question 
is universally recognized and while there still 
may be those who, under one denomination or 
another refer to an unidentified lesion, it is usual- 
ly found that such may be suitably classified un- 
der the title of contracture. In the earlier days 
of our study of this derangement there were al- 
ways ‘doubting Thomases’ who either did not 
know what was meant by the condition or had 
never happened to encounter it, or had seen some- 
thing else resembling it. Therefore there has 
existed a confusion of terms, many of them mean- 
ing the same thing. Primarily, the difference is 
a pathological one; the mechanical situation may 
be the same, whereas the treatment has to vary 
in accordance with the existing conditions. For 
example, there is the so-called “bar” at the neck 
of the bladder. Many writers have referred to this 
as due to adenoma of Albarran’s glands, while 
there are numerous cases of this same type of 
obstruction that are purely sclerotic and fibrotic 
in texture and which all observers would em- 
brace under the title of contracture. As to the 
chronology of this subject, I think that the 
confusion of terms was greatest when the senior 
Keyes endeavored to give the name “contracture” to 
a multiplicity of titles. 

Brief mention should be made of the’ discussion 
of this topic long before our time. The French 
writers were accustomed to speak of barriéres 


(barriers), brides (bridles) and valvules (valves) 
of the bladder neck? Mercier.and Civialé both 
Produced instruments, one to be used through 
the _urethra and the ‘other through a median 
“Read before the Section on Genito-Urinary Surgery, New York 


Academy of Medicine, “March 18, 1925 
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bared by the Department of Urology of the 


art of” prégramme pre- 
rench Hospital. 


lithotomy perineal wound to cut a right-of-way 
through these obstructions; and there were 
bloody sessions and lurid aftermaths. It is on 
that account and because of the unsatisfactory 
outcome in the recurrences early and late that 
so much has been done and so many have tried 
to meet the situation with an improved technic 
that would overcome the difficulties encountered. 
That this was not an easy matter is evidenced 
by the changes in the methods with varying re- 
sults in the past fifteen to twenty years. While 
we have been grappling with the question here 
in America they have also been attacking it in 
Europe and are apparently slowly but progress- 
ively reaching the same understanding. In 1905 
I published a paper' entitled Prostatism without 
Enlargement of the Prostate emphasizing the 
frequency of occurrence of the condition and giv- 
ing a schedule of cases. Practically every year 
from 1905 to 1915 I have contributed additional 
articles upon the same subject *, *, *, °. In 1915 
Randall® summed up the literature to that date. 

During the years of the war and immediately 
thereafter not much was written until Buerger’s’ 
study in 1919, which contained a definite state- 
ment of the classification of pathology that was 
approved by Young.* Lowsley® seems to have 
stressed the importance of submucous adenom- 
atous tissues which Buerger considered a merely 
incidental accompaniment of true fibrosis that 
bore no influence upon the symptoms of con- 
tracture. It is strange that in so large a publica- 
tion and so late as 1923, the Encyclopaedia Fran- 
caise d’Urologie, we find that contracture of the 
bladder neck is discussed with great brevity. 
This work comprises six volumes containing 
from 1000 to 1100 pages and yet under vesical 
prostatism, in the large volume devoted to the 
bladder, there is no allusion to it. The equally 
large volume on the prostate is by Marion, one 
of the master prostatectomists of France, as 
some years ago he was supposed to have passed 
the one thousand mark. Marion seems to be one 
of the modern sceptics on the subject under dis- 
cussion for while, according to his writings, he 
does not disbelieve in the existence of vesical 
prostatism yet he has never seen a case. He 
recalls that years ago Albarran enucleated a pros- 
tate that was quite normal while the patient, 
who had prostatism, insisted that his prostate be 
removed ; he obtained no relief from this removal. 
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And yet Marion shows considerable familiarity 
with American literature. The description in 
this article denotes that the vesical prostatism of 
Guyon and other early urologists resembles the 
symptoms of ordinary prostatism but there are 
no lesions discovered anywhere in the urinary 
tract. The prostate is normal to rectal touch and 
the condition is a functional one, the musculature 
of the bladder being at fault, showing more or 
less atony. Furthermore the description of Civi- 
ale and other older urologists with their crude di- 
agnostic resources made the diagnosis of atony 
of the bladder in conditions which are now easily 
recognized as slight enlargement of the prostate, 
according to Marion. He seems to think that his 
views are those of the majority and he speaks of 
the believers in the structural theory of the dis- 
ease as though they were a small minority. He 
refers to me as advocate of the structural theory, 
also Keyes and Cholzoff, while Young and Buer- 
ger and other Americans receive passing men- 
tion. He also names Barth and Grosglick and 
Caesar as advocating the theory that this condi- 
tion is due to atrophic prostate which he contra- 
verts. Marion does not deny the existence of the 
familiar condition of the prostatic symptoms 
without gross enlargement of the prostate, as 
indicated by rectal touch and non-resistance to 
the passage of instruments; but he indicates that 
it is due to a variety of causes. He is also unable 
to understand how an instrument can pass if 
there is contracture of the neck. ‘I'he basic con- 
dition, he considers, or the basis cause, is chiefly 
muscular insufficiency. Reference is made to the 
group in which the central nervous system is at 
fault, with which of course we are familiar; then 
he refers to the functional neurosis as well, 
which we in this country usually designate as 
spasm, its etiology being entirely apart from the 
subject under consideration. 

To consider spasm of the bladder neck further 
under this heading would make confusion as it 
is entirely a reflex phenomenon and transitory 
in character. It is necessary also to give only 
brief mention here to those types of bladder re- 
tention that have not a direct bearing upon the 
subject under discussion, except in the matter of 
differential diagnosis, and thus to avoid errors 
in treatment and perhaps unnecessary surgical 
intervention. These cases are those dependent 
upon lesions in the central nervous system so 
located as to involve the nerves supplying the 
vesical sphincter and bladder outlet. Whether 
or not operative intervention is warranted in any 
of these cases in which there is a central ner- 
vous lesion even though there be a coexistent 
local lesion, is a question that is not to be dis- 
cussed here. We are entirely concerned with 
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reviewing the main subject of contracture and 
sclerosis of the neck of the bladder for the pur- 
pose of emphasizing its independent entity. 

If we do not. adhere to an agreement upon 
certain characteristic features, now recognized 
as such, our understanding of this subject will 
continue to be obscured. In appraising further 
the European viewpoint on this subject, we note 
a contribution by Rubritius’? of Vienna. This 
article “Hypertonia of the Sphincter”, published 
in 1923, upon its surface would appear to refer 
to a functional difficulty but one case at least 
reveals a condition of muscular hypertrophy of 
the neck of the bladder presumably of congenital 
origin which corresponds with a condition de- 
scribed by Young*® and encountered also by 
others, a condition that exists without inflamma- 
tion or fibrosis and therefore, while not a con- 
tracture under the general acceptance of this 
term, yet is an organic obstruction of the bladder 
orifice and should be embraced in a discussion 
of the subject under consideration. Rubritius’ 
other cases are found to be due to disease or in- 
jury of the spine and are therefore of a different 
nature. This article furnishes further evidence 
of a continued lack of understanding, uninten- 
tional of course, between the American and for- 
eign authors upon this subject. Despite the ex- 
pression “prostatisme sans prostate” that appears 
so often in the French writings, and though Ru- 
britius mentions the enormous literature under 
this title, yet he supplies a contribution in a 
series of cases of “Hypertonia of the Sphincter” 
which, as mentioned, are for the most part due 
to injurv to the spine and consequently neuro- 
genic. Therefore Rubritius does not carry con- 
viction as having a perfectly clear conception of 
the malady; he designates the lesion studied as 
hypertonia which in effect is a spastic state, and 
does not clearly indicate what is behind the tonic 
or chronic contraction. There is evidently some 
pathologic condition present for his observation 
involves the cutting out of a wedge-shaped piece 
from the internal orifice through a suprapubic 
opening, an operation that is not original and 
has uvdoubtedly been performed by many. This 
author apparently recognizes the frequent con- 
fusion of the functional with the structural 
trouble in non-prostatic retention and the exis- 
tence of inflammatory and cicatricial contraction 
of the bladder neck as well as musculo-barrier 
formation. For he mentions a condition as de- 
scribed by Keyes, Young and Chetwood but con- 
cludes that his cases are radically different and 
he seemed to have missed Young’s mention of 
congenital hypertrophy of the sphincter in align- 
ment with his own. In reverting to the time 


when Bottini described his method of galvanic 


Vor. X 


incisi 
the | 
as us 
sphine 
denbe 
salis. 
revie’ 
that 
neck 
piece 
panies 
point 
thoug 
of al 
study 
sphin 
incisi 
what 
mind. 
tinuo 
time 
an ut 
a sim 
strum 
and t 
tini 
ment 
berg”: 
modi! 


intert 
tissue 
cerne 
of di 
This 
ing c 
may, 
lesior 
those 
medi: 
tion. 
mala 
itself 
ture. 
an ac 
small 
teric 
anatc 
ogy 


but 1: 
puncl 
trigo 
galva 
eum, 
WwW 
and s 
in thi 
embr 


‘AY, 1925 


and 
pur- 
y. 
upon 
rnized 
t will 
urther 
e note 
This 
lished 
refer 
least 
hy of 
renital 
yn de- 
so by 
amma- 
1 con- 
f this 
ladder 
1ssion 
ritius’ 
or in- 
ferent 
dence 
inten- 
d for- 
le 
Ppears 
h Ru- 
under 
in a 
icter” 
+t due 
\euro- 
con- 
ion of 
ed as 
and 
tonic 
some 
ration 
piece 
pubic 
| and 
This 
con- 
tural 
exis- 
ction 
arrier 
s de- 
con- 
t and 
yn of 
vlign- 
time 
vanic 


Vor. XXXIX, No. 5. 


incision of prostatic hypertrophy he mentions 
the German disciple of Bottini, Freudenberg, 
as using an apparatus for incising hypertonic 
sphincters to secure relaxation but he states Freu- 
denberg’s patients seem to have had tabes dor- 
salis. Apart from the question of diagnosis, in 
reviewing this author’s work, it is to emphasize 
that his method was a direct attack upon the 
neck of the bladder for removing a wedge-shaped 
piece to correct a permanent obstruction accom- 
panied by a functional deficiency. It is also in 
point to take note of the fact that his line of 
thought has been in the same direction as that 
of all who have given this subject sufficient 
study; for in.commenting upon the operation of 
sphincterotomy, which in simple terms implies 
incision of the neck of the bladder, he recalls, 
what we all have or should have constantly in 
mind, that this operation has been done con- 
tinuously for one condition or another since the 
time of Mercier, who devised an instrument like 
an urethrotome used also by other Frenchmen in 
a similar connection. The Mercier type of in- 
strument had been used both through the urethra 
and through a perineal incision. Then came Bot- 
tini who introduced his galvano-cautery instru- 
ment for use through the urethra, and Freuden- 
berg’s modification. There was also a Young 
modification of the galvano-cautery instrument 
but later Young constructed an instrument for a 
punch operation which this author refers to as a 
trigonotome. He also mentions the Chetwood 
galvano-cautery knife, used through the perin- 
eum, as ore of the expedients adopted. 

When Buerger’ attempted to cover the subject 
and standardize our knowledge of the pathology 
in this connection, the term contracture was used to 
embrace all processes involving the region of the 
internal sphincter and contiguous periurethral 
tissues in which no neoplastic tissue was con- 
cerned, such affections having a common result 
of distorting or obstructing the urinary canal. 
This is the only basis upon which an understand- 
ing can be reached, be the nomenclature what it 
may, for it describes a benign chronic organic 
lesion; and it excludes functional conditions and 
those of the central nervous system. The term 
median bar is to be avoided except as a descrip- 
tion. It is not to be used to designate a separate 
malady as it possesses no symptoms peculiar to 
itself differing ‘from other formations of contrac- 
ture. Buerger decided that contracture was not 
an adenomatous tissue, as might be inferred if a 
small amount only were removed of the sphinc- 
teric region, but that the lesion was of deeper 
anatomic structure. He found that the pathol- 
ogy varied. It might be a simple fibrosis, with 
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or without inflammatory etiology; a glandular 
invasion encroaching upon the orifice with or 
without inflammation; and, finally, mixed forms 
of the foregoing complicated by added units of 
fibromas or adenomas. This would seem to cover 
all of the pathologic variations in the majority of 
instances. To this Young has added the type of 
muscular hypertrophy of the neck of congenital 
origin. There are also congenital anomalies of 
the mucosa and submucous structures. 

In connection with Buerger’s observations of 
the pathology in 1919 it is interesting to me to 
take note of the paragraph of my article pub- 
lished in 1905 which states that “contracture of 
the neck of the bladder is in substance a fibroid 
stenosis of the vesical orifice”, not a hyperplasia 
of the muscular elements of the sphincter or of 
the adenomatous tissues, not a simple spasm or 
a mucous fold but a fibrous infiltratior, inflam- 
matory in character. I have frequently called 
attention to the peculiarity of the tissue associat- 
ed with tactile sensibility. It is either obstinate- 
ly unyielding, cracking or splitting under 
pressure, and comparatively hard, or inelastic, 
according to the degrees of involvement. This 
is contrasted with the normal sphincteric orifice 
which is likened to that of other orificial sphinc- 
ters, gripping the finger but yielding to pressure 
with an elastic and velvety sensation. Buerger 
remarks that when the finger is inserted into the 
orifice an annular band is felt which is hard fib- 
rous and infiltrated; “the finger cannot enter 
without tearing the tissue which usually gives 
way in front or above. The feel is quite unlike 
that of the normal urethro-vesical outlet which 
is elastic and resilient”. Buerger then describes 
in detail the composition of the inflammatory 
fibrosis-glandular formation, following which he 
describes an operation of removing a section 
suprapubically. The result of this radical re- 
moval of a substantial section of the obstructing 
bladder orifice was very effective being about 
seventy-five percent. successful. There were two 
failures, however, raising the question as _ to 
whether or not the actual site of obstruction or 
cause thereof had been reached even by this 
direct attack. In the discussion that followed 
Buerger’s paper there was a consensus agreeing 
with his views on the pathological classification. 

Young* made his first report of a study of the 
pathology of these conditions in 1913 and also 
subsequently. There was for the most part a 
practical accord with the findings of Buerger so 
far as shown in the prevalent types, but Young 
believed that there were pathologic conditions 
untouched by Buerger’s observations suggested 
by the two hundred bits of tissues removed by 
him in punch operations. Young then referred 
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to the congenital muscular hypertrophy without 
inflammation or fibrosis; and he did not approve 
of “contracture of the neck of the bladder” as a 
designation. The fact was brought out in this 
discussion that a single incision, no matter how 
extensive, cannot be depended upon to cure all 
cases for in addition to posterior there may be 
anterior or lateral angles of interference, on ac- 
count of which Young has used his punch both 
anteriorily and posteriorily. Quinby*® endorsed 
Young as to the necessity at times for anterior 
and lateral incision. 

Young and Cecil™ discussed “The Symptom- 
atology, Pathology and Treatment of Median 
Bar Obstruction”. Young,!* quoted here before 
the beginning of the punch technic by him, found 
a patient (1909) with 500 c. c. residual urine 
with prostate normal by palpation. Cystoscopy 
revealed a small but definite bar; a median sec- 
tion of the prostatic orifice was excised through 
a suprapubic incision; this patient remained in 
hospital eight weeks before the suprapubic fis- 
tula healed; one month later there was recur- 
rence of obstruction; in three months the supra- 
pubic wound reopened, obstruction of the pros- 
tatic orifice being almost complete; the patient 
died of uremia shortly thereafter. Following 
this episode Young devised his punch instrument 
for excising the median portion of the prostate 
through the urethra. 

The punch operation apparently encountered 
post-operative difficulties with early cases which 
led to the change from a practice of continuous 
irrigation to a kephalin-coated catheter (26, 27 
F.) by which change it was noted that “hemor- 
rhage usually ceases and gives little trouble”, 
yet it was important in the after-treatment that 
a “good piston syringe is at hand for prompt 
evacuation of all clots”. In the analysis as to 
etiology, inflammation, recent or remote, seemed 
the usual factor. It is stated there have been no 
complications except hemorrhage: “Usually the 
bleeding is small in amount 
small number of cases it has been rather pro- 
fuse”. A specially devised catheter was employed 
to avoid trouble with hemorrhage. In summary 
Young states that to remove “small obstructions 
at the prostatic orifice is all that it is intended to 
do” and further that “it is not an operation for 
general usage,” which is obviously the case as 
the determination of the question as to what 
may be the limitations of a so-called “small ob- 
struction” is not for general understanding. 

Bugbee’™® discussing “Use of High Frequency 
for Median Bar Obstruction” excluded lateral 
and anterior lobe enlargement and complete 
fibrous ring. The type described was of a 
“thickened”, edematous mucous membrane; of a 
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connective tissue layer beneath or involving the 
mucous membrane; of inflamed submucous 
glandular tissue and infiltration; of hypertrophic 
glandular tissue; or, of hypertrophy of the 
sphincter. At this writing Bugbee, having taken 
note of Young’s results with the punch operation 
decided in favor of this procedure for the attack 
upon the type of obstruction producing a hard 
fibrous ring wherein was required the removal 
of four to six pieces of tissue. Bugbee further 
commented upon the difficulty of applying the 
high frequency treatment to clinic patients on 
account of the prolonged periods required and 
the lack of control, on which account the punch 
was more suitable, confining to bed and com- 
pleting treatment at one time. 

Randall** “Median Bars as Found at Autopsy” 
analyzed 300 cases 18% (54 in number) examples 
of “bar” obstruction. These were divided ac- 
cording to their gross and microscopic pathology 
into: (1) fibrotic infiltration of posterior orifi- 
cial lip, foreshortening the distance between it 
and veru-montanum; (2) fibrotic bar-like forma- 
tion with its tenticular extensions posteriorly, 
rather than anteriorly, toward the vesical trigone 
and havirg a resulting tendency to contracting 
the transverse distance; (3) a bar showing un- 
doubted inflammatory elements in the thickened 
cellular and connective tissue formation overly- 
ing a deeper structure of glandular hypertrophy; 
and (4) isolated units of glandular hypertrophies 
such as are designated Albarran’s subcervical 
glands. This last is prone to assume rather the 
lobular than the bar formation. This is a transi- 
ent type in its topography between the so-called 
third lobe prostatic and the prostatic bar. Evi- 
dence of preexistent chronic inflammation 


(prostatitis, etc.) was found by Randall in all’ 


cases as an etiological factor. 

In the discussion that followed these papers, 
the high frequency current method supported by 
Bugbee was discredited (Braash)*” on account of 
its being inadequate to the purpose and tedious. 
Also the haphazard removal of tissue at the 
vesical orifice, without being certain that such 
tissue was obstructive, was not justified. Braasch then 
introduced a modification of the Young punch 
instrument constructed upon the lines of the di- 
rect vision cystoscope designed to permit the 
technic of removal of portions of the bladder 
orifice by way of the urethra under direct vision 
of the operator. In the same discussion Keyes* 
announced the rude awakening from an earlier 
dream with respect to the utility of the so-called 
Chetwood technic because of the constancy of 
relapse since an earlier favorable accounting” 
upon his experience which, however, took as long 
as five to seven years to appear. This speaker 
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questioned the adequacy of the high frequency 
treatment and doubted the permanency of the 
results tollowing punch operation. He queried 
the advantage of removing by suprapubic section 
intraurethral lateral lobes which project within the 
sphincter not visible by cystoscopy. 

Randall*® following in the same discussion 
emphasized the trick we had of mixing ourselves 
by the term fibrous prostate: a fibrous prostate 
is not an hypertrophy, hypertrophy is not a fi- 
brosis; and yet, as is often pointed out, there 
exist mixed pathologic processes. (C.H.C.) The 
predominating one is that which determines the 
classification. 

In closing the foregoing discussion and re- 
sponding to the question as to the late results Cecil’® 
stated that “the punch operation has been done in 
cases which were not adapted for its use and for this 
reason it should not have been done”; which is 
to state, that the results in such cases were not 
satisfactory. This, unfortunately, is likely to be 
the case with the introduction of many new pro- 
cedures especially when the number of cases 
mounts so high that the impression is given of 
an unnatural prevalence of a given malady. The 
speaker’s frank statements convey the impression 
of a high percentage of recurrence. “It (the 
operation) has been done when there was a bad 
cystitis and evidently a bar was present but 
the cystitis has continued and the patient’s 
symptoms have continued. Where there has 
been a small hypertrophy, the patients have been 
improved, but the patients come back later with 
hypertrophy and some have required a prosta- 
tectomy”. From a pathological standpoint the 
patients not relieved were those having a_per- 
sistent inflammatory process as the condition 
tended to reproduce itself. Whereas when there 
was hypertrophy, although the obstruction was 
relieved, the hypertrophy continued and the 
result was not lasting. 

Lowsley** in an impressive report entitled 
“Observations on Certain Obstructions of the 
Vesical Orifice” went into the subject extensive- 
ly, historically and anatomically. He stated then 
that he found the Young punch operation de- 
cidedly the best method (speaking of the hyper- 
trophied subcervical group of glands) for remov- 
ing these intrasphincteric masses, be they small, 
large, uniloBular or trilobular. He further stated 
that these tumors have been treated by the high 
frequency current with splendid results in some 
instances but that occasionally the application of 
the high frequency current has been followed by 
severe infection. In the discussion that followed 
Lowsley’s paper, Plaggmeyer*? (Detroit) re- 
called his experience when helping Young, of 
noting a number of recurrences, apparently, fol- 
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lowing Young’s perineal prostatectomy; investi- 
gation revealed a small glandular knob, enclosed 
in its own capsule, at the site of the subcervical 
glands of Albarran which was capable by its 
presence of producing as much as complete re- 
tention of urine. 

Day**, a collegue of MacGowan, writing on 
“Contracture of the Bladder Neck” refers to four 
procedures: (1) the Young punch; (2) Mac- 
Gowan’s modification thereof, in which a suprapubic 
or perineal opening is made; (3) Bugbee high 
frequency; (4) His own method in which he cooks 
the tissue and then punches it out: (a) through the 
urethra (if in the office) or (b) through a biadder 
opening (in the hospital). 

Legue** in his treatise (Paris, 1921) devotes 
less than a page to this subject of “prostatisme 
sans prostate’ and he quotes no American urol- 
ogist. This condition was prevalent in his last 
3UU operations there being seemingly 78 that 
would come under such classification. There 
were three degrees or types of cases; (1) an 
adenomatous growth visible to the naked eye 
although hidden, enmeshed, in hypertrophied 
muscular tissue; (2) adenomatous tissue only to 
be distinguished in microscopical sections; (3) 
no adenoma, the “hypertrophy” being composed 
of fibrous and muscular tissue. As a class these 
lesions shade into the ordinary prostatic hyper- 
trophy. This observation would seem to coin- 
cide with the views expressed here of the classi- 
fication of these cases by their pathological com- 
position and as a further corroboration of the 
trequent occurrence of composite types. He does 


not draw, however, the sharp line of distinction 


between the sclerotic or fibrotic types and the 
hypertrophic or adenomatous variety that is 
drawn in America, and which has its principal 
importance in furthering an understanding of the 
etiology thereof. Legue says little of the treat- 
ment of these cases of prostatism without a pro- 
state, although he evidently practises excision, 
as he states that in the series of 78 cases not over 
15 grams of tissue required removal. 

At the 1922 meeting of the American Associa- 
tion of Genito-Urinary Surgeons, Geraghty*® 
presented an instrument designed for the treat- 
ment of certain cases of contracture by sphinc- 
terectomy, somewhat after the type of the Young 
punch. In the discussion that followed stress was 
laid by a number of observers upon the prevalence 
of hemorrhage following these intra-urethral ex- 
pedients which, however, it is claimed is dis- 
pensed with by the addition of the galvano- 
cautery feature of the Caulk technic. Such being 
an accepted fact, and there seems to be no ques- 
tion as to the occurrence of hemorrhage without 
it, there still remain the two outstanding ques- 
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tions: (1) consideration of the degree of pre- 
cision with which these complex conditions may 
be reached by intra-urethral approach; and (2), 
of paramount importance, the permanence of re- 
lief that may be expected therefrom. The author 
of this technic at that time appropriately stated 
“if there are recontractures I am willing to go 
back and cut again” which is the crux of the 
whole matter. If we find that most patients are 
to be resubmitted to operation for their trouble, 
what is the longest period for which we can as- 
sure them immunity and what is the expedient 
that will give them the best that it is possible to 
attain out of their given situations ? 

Parker®* in a long technical article concludes 
that posterior median bars (excluding the Albar- 
ran gland type) are not so common as has been 
believed. A wide collar type of obstruction is 
the most frequent cause of progressive vesical 
irritability and retention in the fourth and fifth 
human decades. As to the causation, these con- 
ditions may be set up by focal infection and sys- 
temic toxemias, in addition to local inflammation, 
Parker favors the Young punch operation as 
modified by MacGowan and himself which also 
embraces resort to the suprapubic route and an 
external urethrotomy. The lack of illumination 
in the last method is compensated for by the 
superiority of digital diagnosis. The object 
stated, which has a “home like” sound to my 
ears, is to bring the floor of the bladder 
on a plane with the floor of the posterior urethra. 
This author calls for a better explanation of how 
changes in the tone of the bladder neck are able 
to produce vesical irritability—hypertension of 
the muscle,—in connection with these mechanical 
contractures. 

Edwin Beer*’ in “Some Observations on Con- 
tracture of-the Neck of the Bladder” raises the 
question of the onset of this affection in childhood 
on account of his observation of cases of “Retention 
of Urine in Boys.” Seven of eleven of such cases 
were probably examples of contracture of the neck. 
He mentions the usual group of characteristic symp- 
toms and the cystoscopic picture. The plan of treat- 
ment favored was that of a suprapubic opening al- 
lowing complete diagnosis and broad excision with 
scissors. Even with such radical means there was 
not, however, entire freedom from relapse, which 
happened in one of seven patients after several years 
of immunity. 

Gardiner’s** contribution on “Urinary Obstruc- 
tion Without Prostatic Enlargement,” in Cabot’s 
Urology, describes three structural types, which 
practically conform in terms to those already 
emphasized. 

Pisani®* of Milan in “Urinary Retention Without 
Prostatism” describes alterations of the bladder neck 
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in this condition comprising changes in the peri- 
urethral tissues, extending from the mucosa of the 
prostatic urethra into the structure of the smooth 
muscle of the sphincter. All of the tissues that 
enter into the formation of the neck of the bladder 
are involved. While these changes do not produce 
obstruction they do produce a marked influence upon 


the normal contractility and elasticity of the neck: 


of the bladder. The author has no question as to 
the role of inflammation in the majority of cases 
while in doubt as to the order of development. 
Operation is invariably by suprapubic technic with 
excision of a wedge piece of tissue which is sub- 
mitted to microscopic study. 

Voelcker and Wossidlo’s® treatise seems to coin- 
cide with our views more closely than any other 
foreign source so far investigated. It records that 
there are pathological states which by presenting 
pictures of chronic and acute retention fully re- 
semble prostatic hypertrophy but differ radically be- 
cause enlarged prostate is absent. These conditions, 
which comprise various pathological states, are 
known collectively as prostatism without prostate. 
They are classified as follows: (1) atrophy of the 
prostate where there is fibrosis without any tendency 
to adenomatous hypertrophy, the gland decreasing 
in size instead of increasing; (2) hypertonia of the 
sphincter, a spastic state of the occlusive muscle, 
seen in children and young adults, often extremely 
chronic and obstinate, accompanied with complete 
or incomplete retention of urine; (3) hypertrophy 
of the sphincter. This is a genuine hypertrophy of 
the occlusive muscle, congenital or acquired, seen 
especially at the posterior margin of the sphincter, 
and there is no obstruction encountered by the 
catheter; (4) sclerosis of the sphincter—a chronic 
inflammation of the prostate with a hard fibrosis in 
the region of the occlusive muscle. Retention and 
cystitis prevail. Usually the catheter meets no re- 
sistance. The condition is rebellious to treatment 
by antispasmodics and dilatation. Good results fol- 
low operative division of the sphincter. Better re- 
sults are attained if this is preceded by suprapubic 
cystotomy as the sphincter may then be inspected 
and palpated. The sphincter may simply be divided 
but it is often better to excise a wedge from the 
muscle. 

John R. Caulk** reporting before the New York 
Urological Society, June, 1923, 100 cases of selected 
vesical neck obstructions, divided the types, accord- 
ing to the degree thereof, into, (1) “slight vesical 
ingrowth completely encircling orifice’; (2) 4 
class more pronounced in which, besides collar for- 
mation, there may be shallow clefts; (3) still more 
bulging and deeper clefts, (in this class are in- 
cluded lobular protrusions in which the sections of 
tissue removed have revealed varying proportions 
of adenomatous and connective tissue); and (4) 4 
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type that comprises dense scleroses and is composed 
of dense scar tissue. Very rarely have there been 
glandular elements. This classification of Caulk 
fails to draw a distinct line between the connective 
tissue and the glandular composition of vesical neck 
obstructions, which, while in reality theoretical only, 
should be adhered to not simply as a matter of classi- 
fication but as an aid to a better understanding of 
what has happened to the various cases under dif- 
ferent measures of treatment in the past and what 
is to be expected or tuem in the tuture. ‘Lhis com- 
bined pathology in the different growths of any 
group of cases reported emphasizes the fact that, 
while we may classity our cases as those of purely 
fibrotic or connective tissue elements and those of a 
glandular composition, yet in reality in any series 
of cases there will exist a merging in various de- 
grees of these two, so as to make the exact divi- 
sion possible only in the extreme instances of both 
types. In connection with Caulk’s series of cases the 
author remarks that “very few of these patients 
show much rectal enlargement. This is very im- 
portant in predicting that the patient may be suit- 
able for the punch operation.” As to tne conuition 
of the prostate gland it was noted that it was slightly 
enlarged in 45 and considerabie in 11 out o1 79 
patients. (Note: The total number here is given 
as go but as in only 79 is the situation noted the 
proportion cannot be stated beyond 79). In 23 
there was no enlargement, and while it is stated 
there was little or none in 68 out of go, strictly 
speaking there was little or much in 56 out of 79. 
In this series of cases the urine was infected in 
58 per cent. In 50 cases additional to the foregoing 
Caulk reports that the analysis is identical in almost 
every respect to the previous one, which is evident 
from a review of the cases reported. 

In 1920, before the American Association of 
Genito-Urinary Surgeons Caulk first reported upon 
the use of his instrument for bladder obstructions. 
At that time he stated that, except in a limited num- 
ber of cases, the punch instrument should be con- 
fined to cases of contracture of the vesical outlet 
and that “it is certainly not suitable in cases of 
hypertrophy of the prostate.” In 1923 there 
seemed to have opened an increasing field of useful- 
ness for this method as based upon an analysis of 100 
cases. Further on, adding 50 more to the 100 cases 
reported the gradual application of this method to 
larger obstructions was demonstrated and finally 
with 25 more cases bringing the total up to 175 in 
June, 1924, there had been established, (since the 
last report, November, 1923, a period of about six 
months), aja even broader field of application lead- 
ing the author to believe in the existence of a grow- 
Ing tendency to reduce the number of prostatec- 
tomies for bladder neck obstructions. In fact in 
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the previous six months 50 percent. of all obstruc- 
tions had been treated by the improved technic. 
EPITOME 

The following epitome of this subject is justi- 
fied in my judgment, by the combination of views 
expressed by most observers, up to the present 
writing : 

Etiology. The stimulation that causes adenoma- 
tous enlargement of the prostate or of its acces- 
sory group of glands and the excitation of acute or 
chronic inflammation resulting in localized sclerotic 
tissue or general fibrosis seems to represent a vicious 
cycle. In one instance we find the hypertrophied 
masses intruded upon the anatomical orifice; in an- 
other the fibrosis partially or wholly surrounding it. 
When one or the other of these forces exists it is 
evidenced by the production o1 te lesion en- 
countered. When the resultant lesion is removed 
the force behind it may still endure to reproduce 
some sort of mechanical formation in a short or 
long period, according to the potency that it 
possesses. 

There are congenital as well as acquired types, 
and there is no time of life when some form of this 
malady may not exist. It is true, however, that the 
sequence of development of the characteristic train 
of symptoms differs in the congenital and acquired 
forms: In congenital “contracture,” the presence 


oi obstruction antedates the appearance of conges- 


tive or inflammatory clinical symptoms, and becomes 
a factor predisposing to the onset of the latter; 
while in the acquired condition, the inflammatory 
element is primary and is followed by the obstruc- 
tive factor as a result of the formation of sclerotic 
tissue in varying degree and composition. In the 
third factor, hypertrophy, there exists another ac- 
quired characteristic which is a superadded force 
in the production of an obtruding body which, while 
not essentially so, is notably associated with the de- 
velopment of the adult period of existence. Justifi- 
cation for the foregoing ciassincation is found in 
both foreign and domestic literature. 

Pathology. A simple malformation of the vesical 
orifice may exist as a congenital anomaly, and later 
may take on the added pathology that characterizes 
sphincteric occlusion independent of such congenital 
formation. 

Glandular and muscular congenital hypertrophies 
may also occur in the region of the bladder neck. 
These abnormalities are of uncertain etiology ex- 
cept that the same force that induces hypertrophy 
later in life may be a factor. Generally speaking, 
they are nonpathological until they are sufficiently 
a factor to interfere with function or u til an in- 
flammatory element is superadded and the combina- 
tion causes trouble. A simple form of obstruction 
may exist as a spastic condition of chronic endur- 
ance; beginning with localized arteriosclerosis, it 


AMERICAN 
104 JournaL oF SurRGERry 


may be augmented by fibrosis and later merge into 
one of the other classical forms of orifical obstruc- 
tion. Generally speaking the two principal patho- 
logical entities that go toward the production of the 
group of lesions comprised under the title ‘“‘con- 
tracture of the neck of the bladder’ are connective 
tissue scleroses and adenomatous hypertrophies ; the 
former in a predominating degree having single or 
multiple concomitants of the latter, as a minor ele- 
ment of the composition. And when the situation 
is reversed aad the latter or glandular composi.ion 
predominates to a considerable degree, the case 
should pass to the classification of adenomatous 
prostatic enlargement, the presence of sclerotic 
tissue being a secondary attendant factor. 1n this 
conception of the pathological situation there is a'so 
ample concurrence, and if adhered to, it must as- 
sist in the understanding of terms that all must seek 
to maintain. 

Treatment. The type of cases to have in mind 
in this consideration embraces all of those that pre- 
sent symptoms of chronic prostatism and possess 
an organic structural lesion obstructive in character. 
These are the various forms of contractures and 
kindred types causing functional deficiency. Adeno- 
matous prostatic hypertrophy is a separate classi- 
fication but whether cases of this class are suitable 
for the same method of procedure as the former 
class is a question that remains to be satisfactorily 
determined. The impressive array of 175 cases re- 
ported by Caulk must be regarded as the best show- 
ing that has as yet been produced by any technic 
that may be spoken of as the closed or transurethral 
operation. It is impossible, however, to make a 
complete survey of the situation bearing thereupon 
without possessing a complete analysis of the 
clinical picture of each case in detail and a knowl- 
edge of what the future will reveal. I have been an 
advocate of open surgery in attacking tho-e cases 
that demanded operation and my experience has 
been largely along that line. If the future results 
bear out the present favorable returns of the closed 
operation then its superiority of claim must be duly 
recognized. That excellent results have been at- 
tained by the open methods there can be no denial ; 
and in many instances these results have been main- 
tained over a prolonged period. An examination of 
my records reveals one patient who reported sixteen 
years of immunity after operation, another after 
fifteen years had no residuum. Another, in which 
there had been complete retention, persistent in de- 
gree, prior to operation, I find in excellent bladder 
condition after seven years. The cases were treated 
by open operation and galvano-cautery. More re- 
cently are cases relieved so far as present report 
can be made, by open operation and diathermy in- 
cision. It seems reasonable to state that in spite 
of the success of the closed method even dexterously 
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handled as is reported, there are some cases that can 
be approached with greater satisfaction by the open 
operation because of the possibility of more com- 
plete diagnosis and the benefit to the attendant 
chronic inflammation by the drainage instituted. The 
question of the permanence of result must also 
have a great bearing, which question can be de- 
termined only by patiently awaiting the accumulated 
evidence of the future. Improvement in surgical 
technic and local anesthesia has greatly simpiied 
the open operation by perineal or suprapubic routes 
and has rendered it less of an objection. It it were 
possible accurately to measure the degree of perman- 
ency or immunity from symptoms that could be af- 
forded, and the comparative difference, if any, by an 
open or closed operation, it would then be a matter 
for each individual to choose between a possibility oi 
a series of attacks by one method and the prospect 
of complete relief by a single operation. Without 
being able to decide this question at this time we 
can at least unite in stating that the object of opera- 
tion is to obtain the maximum amount of symp- 
tomatic relief, and the most complete removal of 
the underlying cause for the longest period of time. 
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Before employing a rubber catheter test its 
resiliency. If it is brittle or cracked, discard it. 
Not infrequently a rotten catheter breaks off in 
the bladder while, of course, a rough catheter or 
sound may play havoc in the urethra. 
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CASES OF TUBERCULOSIS OF THE 
KIDNEY PRESENTING NOTEWORTHY 
FEATURES* 

Monroe E. GREENBERGER, M.D., 

Joun D. Cooney, M.D., 
and CHARLES H. CHETwoop, M.D. 

New York 
The following four cases of renal’ tuberculosis 
entered the French Hospital within about two weeks. 
Three were found to have tubercle bacilli from the 
kidney ; all successfully underwent nephrectomy and 
all showed different degrees of advancement of 
tuberculous lesions in the organ removed. Atten- 
tion is especially called to a comparison of the gen- 
eral physical conditions of these patients with the 
nature and extent of their renal lesion, as an 
index of their general resistance to the disease. 
Braasch (J. A. M. A., March, 1925), refers to the 
disproportion existing in some cases between the 
clinical symptoms and pathological findings. He 
cites one case in which there was an astounding 
degree of destructive disease in the kidney removed, 
with practically no clinical disturbance whatever. 
He states that the scarcity of clinical and cystoscopic 
findings manifested was explained by the. fact that 
the process was circumscribed by a fibrous capsule 
which tended to cause localization. By compara- 


tive study of these cases it will be noted that the in- 


verse of this theory is borne out in two of them, at 
least, so far as the local clinical data are concerned; 
that is, they had extensive non-circumscribed lesions 
and presented active local evidence thereof, but not 
as uniformly, so far as a relationship is depicted in 
the degree of constitutional reaction. Case 1 had 
extensive tuberculous involvement of the kidney and 
ureter without apparent . localization, accompanied 
by active clinical symptoms and also pronounced 
constitutional debility. Yet Case 2 also revealed 
advanced tuberculosis of considerable area in the 
kidney with active local clinical manifestations but 
presented in general physical constitution an opposite 
picture. Case 3 was an example of so-called spon- 
taneous cure of renal tuberculosis or pathological 
nephrectomy, inasmuch as there was little or no 
femaining secretory tissue within a contracting 
fibrous capsule; showing that “spontaneous cure” 
means total destruction of the organ involved. 
Finally, Case 4 was one of general tuberculosis with 
complete involvement of the kidney by a destruc- 
tive process and while there was no evidence of 
segregation, local clinical symptoms were not pro- 
nounced and the general constitution revealed ex- 
cellent resistance as judged by weight and vitality. 
Case I. M. P., female, French, age 47, admitted to 
French Hospital Urological Clinic January 6, 1925. Clinical 
symptoms: (1) Dull pain over right kidney region and 


lower right quadrant radiating down right thigh. (2) 
Urination every half hour day and night. (3) Marked 


_*Presented before the Section of Genito-Urinary Surgery, New 
ork Academy of Medicine, March 18, 1925. 
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terminal dysuria. (4) Terminal hematuria on two occa- 
sions only. Present symptoms began September, 10924. 
No loss of weight. Had similar complaint in 1920 and was 
then treated for gall-bladder disease. Symptoms abated in 
about two months and did not recur until September, 1924. 

Family history: negative. Previous history: Right 
salpingectomy 12 years ago. Physical examination: well- 
developed and well nourished female, chronically ill in 
appearance; abdomen—moderate tenderness on deep pres- 
sure over the right kidney, kidney not palpable; other- 
wise negative. 

Cystoscopy: Bladder very irritable. Capacity 2 ounces. 
Marked cystitis. No. 5 ureteral catheters passed to pelvis 
of both kidneys; no obstruction. Right specimen very 
cloudy, greater in flow than left. Left specimen very 
slightly turbid. Phthalein (intravenously) appeared from 
left catheter in 8% minutes. At end of 30 minutes 15% 
had appeared. No appearance after one hour from right 
catheter. 

Microscopical examination of specimens: Left—Many 
pus cells and red blood cells, no tubercle bacilli; Right— 

tubercle bacilli, 


very many pus cells and loaded with 


Fig. 1. Case I. Diffuse tuberculous lesions; no segregation. 


Roentgenography: Both kidneys apparently normal in 
size, shape and position. No evidence of calculus or calci- 
fication. Right kidney slightly smaller than left. 

Operation: Right nephrectomy performed under gas- 
oxygen anesthesia on January 15th by Dr. Chetwood and 
staff. The kidney appeared deeply congested. The sup- 
erior pole revealed an abnormally dense consistency. 

Pathological report: Gross examination—The specimen 
(figure 1) consists of a kidney 814x6x5 cm. There is a 
thin capsule, somewhat adherent. Beneath the capsule are 
several small whitish caseous areas. On cross section of 
the organ, several caseous areas, some with hemorrhagic 
zones, are seen scattered throughout the tissue. These areas 
are irregularly shaped and the average approximately 1 cm. 
in diameter, except at one pole. Here there is an exten- 
sive soft white area involving the entire cortex for a dis- 
tance of at least 3 cm. and extending to the surface, 
where a hemorrhagic area covers it. There is a good deal 
of fat about the pelvis and the latter with the ureter, for 
a distance of 2.5 cm., is considerably thickened, granular, 
and shows numerous longitudinal striations. Microscopic 
examination—The sections made from various portions of 
the kidney show the caseous areas to consist of both con- 
glomerate tubercle and collections of tubercles, surround- 
ing extensive areas of caseation necrosis. Numerous rather 
large giant cells are found in the tubercles, and a deep 
lymphocytic zone surrounds them. In the solitary tubercles, 
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found principally in the cortical portion of the organ, be- 
yond the zone of lymphocytic infiltration, there are numer- 
ous fibroblasts and some well developed cellular connective 
tissue. The ureter shows well developed tubercles. 

Discharged from the French Hospital February 8th. Re- 
turned from the Burke Foundation March 8th greatly im- 
proved. Urine turbid. Occasional terminal dysuria. Urina- 
tion: diurnal, every 2-3 hours, nocturnal every 3 hours. 
Bladder capacity 3% ounces. Since March 8th patient is 
receiving daily lavage with boric acid solution followed by 
instillation of 10 drops of 20% oleo-gomenol. 

Condition March 18th: Urination—nocternal occasionally 
once, diurnal every 2%4—3% hours. No dysuria. Urine 
slightly turbid. Bladder capacity—4% ounces. No pain. 

Case II. D., male, single, age 32, admitted to the French 
Hospital, January 13, 1925. General health strikingly good; 
well nourished and robust in appearance. Clinical Symp- 
toms: For past two years has been suffering with frequent 
and painful: urination and had been treated for prostatitis 
and vasculitis without benefit. About one year ago, after 
a spree, hematuria appeared lasting only a few days; but 
from that time to the present frequency has increased, 
notably at night. Immediately before the operation. urina- 
tion was eighteen to twenty times at night. 


Fig. 2. 
zation. 


Extensive tuberculous involvement; no locali- 


Case II. 


Cystoscopy: Bladder very irritable and perfectly clear 
field cannot be obtained after frequent washing, but with 
some difficulty both ureters catheterized, the catheter pass- 
ing up to the pelves. Left side: urinary flow free, urine 
very cloudy; many pus cells and tubercle bacilli. Right 
side: urine clear and negative. Phthalein appeared on left 
side in 10 minutes and 4% secreted in 30 minutes; right 
side, color appeared in 12 minutes and secretion 14% in 30 
minutes. 

Roentgenography with catheters in place; Right kidney 
somewhat enlarged (compensatory). Left kidney enlarged 
and shows areas of calcification. Blood Chemistry: N. P. N.. 
42 mg.; creatin 1.5 mg. 

Operation: January 16, 1925. Left nephrectomy by Dr. 
Chetwood and staff. Drain removed on January alist. 
Patient left the hospital with a healed wound January 2oth, 
two weeks after operation. 

Pathological report: Gross examination—The specimen 
(figure 2) consists of a kidney, 11x7x5.5. cm. in size. 
The capsule, where present, strips readily, presenting a 
smooth surface in which solitary tubercles are found. On 
cross sectioning there are found in the cortical portion of 
the kidney two cavities each about 1.3 cm. in its longest 
diameter and lined with whitish necrotic tissue. Through- 
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out the organ there are extensive irregularly shaped areas 
of whitish caseous tissue. The pelvis contains a small 
quantity of fat. The ureter wall is thickened and its sur- 
face feels slightly granular. Miscroscopic examination— 
The sections show extensive tubercle formation diffusely 
disturbed throughout the tissue, with numerous areas of 
caseation necrosis, well marked lymphocytic infiltration and 
parenchymatous degeneration of the kidney tubules. There 
is but little connective tissue formation and the pathologic 
process shows no attempt at localization. The ureter shares 
in the tuberculous process. 

Last report, March 18th: General condition good; local 
symptoms markedly improved. 

Case III. Mrs. J., age 30, married, one child. 

Clinical Symptoms: Dull pain in right lumbar region, ac- 
companied by bladder symptoms of mild degree only. 

Previous History: Operation for chronic appendicitis 
three years ago, on account of local pain, but following 
which, the pain was still in evidence, and accompanied by 
intermittent attacks of hematuria. Painful attacks also as- 
sumed an intermittent character with increasing severity. 
For the three months prior to admission to the hospital, 
the pain has been almost continuous. 


Fig. 3. Case III. Almost totally destroyed tuberculous kidney. 


Physical examination: Right kidney palpable, _ tender, 
slightly mobile, but not enlarged. Patient is of slight 
physique, but in good general condition. 

Cystoscopy: Ureteral orifices normally located. Left side 
catheter passes to the pelvis and yields a flow of clear, 
normal urine. Right side—receives ureteral catheter for 
2 cm. only, and yields no urine during the examination. 
Bladder urine contains red blood cells and much pus. No 
tubercle bacilli. Phthalein test—Upon left side (intra- 
venous), color appears in 2%4 minutes and yields 22.5% in 
one hour; although no return is obtained from the right 
side after one hour, for the purpose of obtaining a pyelo- 
gram, iodide of silver and sodium solution is injected. | 

Roentgenography shows an irregular cavity in the region 
of the pelvis and calyces, a portion of the fluid extending 
to the site of the lower pole of kidney. 

Operation: December 30, 1924. Nephrectomy by Dr. 
Chetwood and staff. The contracted, adherent, irregular 
sac is removed without difficulty. 

Patient made an uneventful recovery and was discharge’ 
from the hospital with a small sinus two weeks alter 
operation. : 

Pathological report: Gross examination—The — specimen 
(figure 3) consists of a kidney measuring 8x 5x5 cm. The 
lower two-thirds of the organ is whitish, both the cortex 
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and on the cut surface, from caseation. Scattered through 
the parenchyma there are four cavities, 1 to 2 cm. in 
diameter, and lined by a whitish necrotic tissue, giving the 
cavities a moth-eaten appearance. At the upper pole of 
the kidney there is a cavity, 3.5 cm. in diameter, which 
contains some thick cream-white fluid and is lined by a 
whitish granular tissue. The pelvis contains a minimum 
amount of fat. The ureter wall is thin and the lining is 
smooth. Microscopic examination—The sections show a 
lymphocytic infiltration throughout the tissue, especially in 
the interstices between the tubercles. In many places there 
are foci of marked !ymphocytic infiltration involving and 
destroying the entire kidney parenchyma. There are a 
few tubercle formations, with scarcely any giant cells. 
Hyalinization and amyloid degeneration are present in 
various areas of the tissue, but very little connective tissue 
formation is found. The pathologic process in one sec- 
tion is fairly sharply separated from the renal tissue by a 
sudden cessation of lymphocytic invasion. The ureter shows 
no tubercle formations. 

Last observation, March 18th: Patient in good condi- 
tion, attending to her household duties. Wound entirely 
healed. 


Fig 4. Case IV. Active tuberculosis 


kidney. 
Caseation and cavitation. 


throughout the 


Case IV. L. G., male, age 43, admitted January 10, 1925. 

Clinical Symptoms: Severe pain in left lumbar region, 
radiating towards hypogastrium and down to the groin, 
paroxysmal in character. These attacks began three months 
before and recurred at intervals of several weeks, the last 
one having been ten days before admission. 

Previous history: The patient went to Liberty 11 years 
2g0 with pulmonary tuberculosis; there. he increased in 
weight from 128 pounds to his present weight 154 pounds. 

Cystocopy: Some congestion around the trigone and a 
stall ulcerated area in the region of the left ureteral open- 
ing. Right side—catheter easily introduced and advanced 
to the kidney; left side—catheter introduced with difficulty. 
Specimen from right side, normal and clear; left side, 
turbid, many pus cells and many tubercle bacilli. Gross 
urine—acid, many pus cells and a few red blood cells; no 
tubercle bacilli found. Phthalein, injected intravenously, 
appears with brilliant line from right side in 6 to 8 
minutes. Guinea pigs injected with both kidney specimens, 
with a negative result from the right and a typical tuber- 
culous glandular involvement from the left. 

Operation: January 28, 1925. Dr. Chetwood and staff re- 
moved a much enlarged and adherent left kidney. Patient 
discharged from the hospital at the end of three weeks in 

general condition, but still having a discharging sinus. 

Pathological report: Gross examination—The specimen 
(figure 4) consists of a kidney, 11x5x4 cm. The cortical 
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surface shows some irregular large scars and a few pin- 
head size tubercles. On section there are two small cavi- 
ties near the center of the kidney, both about 1 cm. 
in their longest diameter, filled with a soft yellowish 
necrotic material and surrounded by a thin pale white halo. 
Scattered through the remainder of the organ are groups 
of minute tubercles. The pelvis is surrounded by con- 
siderable fat and the ureter is thickened, slightly granular, 
and shows numerous well defined longitudinal striations. 
Microscopic examination—Sections show tubercle forma- 
tions scattered throughout the tissue, with numerous giant 
cells and epithelioid cells and small caseous areas. Lym- 
phocytes are scattered throughout the tissue but there is 
very little connective tissue formation.. The glomeruli in 
many places show a marked lymphocytic infiltration; some 
of them, however, are hyalinized. Areas of hemorrhage 
between the tubercles are likewise present. The walls of 
the cavities consist of caseous material, though immediately 
adjacent thereto is some connective tissue deposit, consist- 
ing largely of fibroblastic tissue. The ureter shows sev- 
eral small tubercles. 

Last report, four weeks after operation: General condi- 
tion improved; sinus smaller and healing; returned to 
Liberty. 


X-RAY KINKS OR ANGULATIONS OF URE- 
TERS, THAT ARE NOT KINKS 
Lewis Grecory Cote, M. D., 


Roentgenologist to the French Hospital 
New York 
When we first studied the gastro-intestinal tract 


with x-rays it was observed that the stomach 
dropped below the umbilicus in practically all cases. 
Text-books of anatomy showed it two or three fin- 
gers’ breadth above the umbilicus. Therefore the 


diagnosis of dropped stomach was made as often 


as was desired. 

The transverse colon was also down in most cases 
and the flexure held up, and the diagnosis of 
“dropped colon” or acute angulation at the flexure 
was also made ad libitum. 

These diagnoses were overworked by men who had 
some particular kind of belt or some pet surgical pro- 
cedure to recommend. It was only after years of 
observation by reliable roentgenologists who would 
not be influenced by the desires of their clientele and 
had no axe to grind, that the diagnosis of dropped or 
angulated colon was limited to the few cases where 
the diagnosis was correct. 

X-ray research work that is undertaken by men 
who are not roentgenologists, and who obscure #-ray 
diagnosis with clinical symptoms, physical signs, and 
even surgical findings, interpret x-ray findings in a 
way that I am unable to follow. 

In 1904 when I said that the diagnosis of 
renal and ureteral calculus by x-rays was more accu- 
rate than by all other methods, and the clinical evi- 
dence must be overwhelming to justify one in op- 
erating for renal or ureteral calculus in the face of 
negative +-ray findings, I was howled off the plat- 
form at the American Medical. Association meeting 
at Atlantic City, and the discussion was eliminated 
from the transactions. Therefore, it seems a tittle 
strange that tonight I should be here, giving a word 
of warning concerning the use of x-rays in the diag- 
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nosis of ureteral lesions. 

I do not wish to state, or even to intimate, tht 
kinks and angulations and strictures associated with 
angulations do not some times occur, but I do wish 
to emphasize the fact that care must be taken not 
to interpret certain #-ray findings as definite evi- 
dence of such obstructions. 


Fig. 1. Antero-posterior view of a model of ureter and kidney 
pelvis showing an apparent “kink.” 

The ureter is a flexible tube fixed at the lower 
end and movable at the upper in proportion to the 
mobility of the kidney. In both normal and abnor- 
mal mobility as seen in the antero-posterior direc- 
tions, the ureter is relatively straight with gentle 
curves only; but when observed in the opposite plane 
these curves are exaggerated, particularly as the 
ureter comes out of the pelvis and as it crosses the 
psoas muscle and dips backward to the kidney. In 
patients with certain physique and with the kidney 


Fig. 2. 
is but the foreshortened view of a gradual, tion 


Lateral view of the same model showing that the “kink” 
-obstru 


cting curve. 


high these curves are gentle, but in others these 
curves are quite marked and it is to a study of these 
curves that’ I would call attention. 

The silhouette of an artificial ureter will best dem- 
onstrate the very simple fact that I have to present. 
A comparison of Figures 1 and 2 will show what are 
often reported as ureter kinks, are in fact but pro- 
jections of gradual curves. 


Loose Bopres IN THE KNEE JOINT 

Loose bodies in the joint occur in four conditions: 
(1) osteo-arthritis, (2) osteochondromatosis, (3) 
osteochonlritis lessicans, and (4) fracture of a 
small particle of bone or cartilage into the joint cav- 
ity. The symptoms are a sudden pain and effusion 
from catching a loose particle between surfaces, but 
there is never a definite locking. Obviously an in- 
cision and removal of offending bodies is the only 
rational treatment—W1tuts C. CAMPBELL in South- 
ern Medical Journal. 
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NOTES UPON REGIONAL ANESTHESIA IN 
UROLOGY, WITH REPORT ON A NEW 
LOCAL ANESTHETIC, TUTOCAIN* 
Cuartes H. Cuetwoop, M. D., 
and Joun D. Cooney, M. D., 

New York 

The area embraced in the field of urological in- 
strumentation is exceedingly sensitive, and the ut- 
most gentleness is essential in all such procedures, 
There are many cases which, because of the patient’s 
hypersensitive nervous system or the local inflamma- 
tion, cannot be handled successfully except under 
anesthesia, preferably local, but general if neces- 
sary. 

Of course, in major urological surgery, there are 
many elements to be considered, and complete re- 
gional anesthesia is but one important factor. Mus- 
cular relaxation and proper position on the table 
are equally of consequence; and a primary consid- 
eration, perhaps, is the mental attitude of the pa- 
tient. Some patients, no matter how earnestly you 
may assure them that the operation is to be painless, 
will say that they do not’ care what you do, if you 
will but put them to sleep before you do it. The 
number of such individuals naturally becomes fewer 
as the success of local anesthesia becomes more 
established. Local anesthesia has already earned a 
recognized place in urological surgery, and the an- 
atomical situation of the field involved assures it 
further popularity as the technic and the agent em- 
ployed are perfected. 

Local Anesthesia can be divided into peripheral 
and central. The peripheral includes blocking, infil- 
tration and direct application to mucous membrane. 
Under this procedure explorations and operations 
upon the urethra, the perineum, and neck of the 
bladder, as well as the external genitals, can be ac- 
complished satisfactorily without pain. 

Central or indirect method. Caudal and sacral 
blocking are of great assistance in cystoscoping diffi- 
cult cases of tuberculosis and other irritable blad- 
ders. Cystotomy as well as prostatectomy may be 
performed under this method also. 

For the suprapubic regions we have to combine 
infiltration with sacral blocking. We prefer this 
route to the perineum for prostatectomy. 

Direct or local methods. . This includes mucous 
membrane surface absorption and sub-surface infil- 
tration. For mucous membrane anesthesia, the agent 
is applied directly by injection and retained in con- 
tact for such period as is found necessary to elim- 
inate painful sensation. 

Infiltration. If we reach the ilio-inguinal nerve 
by infiltrating an area about the size of a twenty-five 
cent piece under the fascia of the external oblique 
muscle about one inch above the mid-point over 

“Read before the Section on Genito-Urinary Surgery, New York 


ae of Medicine, March 18, 1925, as part of programme pre 
y the Department of Urology of the French Hospital. 
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Poupart’s ligament and infiltrating the genital 
branch of the genito-crural nerve, when we get 
down to the spermatic cord it gives a perfect anes- 
thesia for the scrotum and testicle. Despite the ut- 
most care, unless gentleness is exercised in handling 
the testicle, the patient will complain of pain in the 
back due to traction on the cord. 

In the perineal and supra-pubic regions the infil- 
tration must be superficial and deep, wherein may 
be included by blocking the prostatic plexus lying 
between the prostate and rectum. 

Operations with nerve blocking in the upper lum- 
ver and lower dorsal region are successfully carried 
out provided too much manipulation is not neces- 
sury to complete the operation. The removal under 
jucal anesthesia of a kidney that is easily reached, 
free from adhesions and easily taken from its bed, is 
one of the most satisfactory results to both patient 
and surgeon ; but we have all met cases where explor- 
ing in the region of the kidney has been extensve and 
wuen regional anesthesia would not have helpea but 
on the contrary would have hindered. The position 
of the patient during operations in this region is 
rather trying ; one must break the table to lower the 
ead and to lower the feet in order to increase the 
space between the crest of the ilium and the last 
rib; and this can be satisfactorily accomplished only 
under general anesthesia with complete relaxation. 

As to spinal anesthesia, notwithstanding many fa- 
vorable reports on the subject we do not regard it 
as a harmless procedure and we believe it is not 
without danger. Quite often it causes the blood 
pressure to fall to an alarming level and we are 
called upon to raise it through the vasoconstrictors 
which have already been blocked to all stimuli. Any 
anesthetic that divides the surgeon’s attention be- 
tween the operation and the measures to keep the 
patient alive has no place in an operating room. We 
do not use it. 

In the course of our work in the Department of 
Urology at the French Hospital, special attention 
has been given to the subject of local anesthesia. 
The senior author returned from abroad about a 
year ago with a new agent, known as_ tutocain, 
knowledge of which was first given to him by Prof. 
Victor Blum, a leading urologist in Vienna, through 
whose courtesy a supply was obtained for experi- 
mentation in our clinic. As tutocain was being tested 
and reported upon very favorably by the workers 
in the urological clinics in Vienna, we were greatly 
interested in investigating personally its properties 
and relative values. We present here the results 
of our observations upon its use. 

Tutocain is the hydrochlorid of a complex base. 
For purposes of estimating its value, it has been 
compared with novocain and procain with -respect 
to toxic properties and analgesic strength. 


Stability has been tested by boiling to the point 
of sterilization while in solution without decompos- 
ing. Dilutions in distilled water or normal salt so- 
lutions are neutral in reaction and colorless. In pre- 
paring such solutions a due amount of care should 
be taken that no undesirable extraneous chemical 
addition occurs, and also no bacterial contamination ; 
but the suluuon should not be boiled indefinitely. 
This does not in any way depreciate the value of 
such an agent but means only that it requires spe- 
cial care in preparation. This is true of the other 
local anesthetics and of many valued synthetic prep- 
arations in general. For example, the presence of 
free alkali or any of the phenol antiseptics is to be 
avoided. ‘Therefore, it is desirable to have special 
vessels reserved for the boiling. Solutions should 
be used shortly after they are prepared. 

Local action. _ Solutions of tutocain of 0.5% to 
3% are non-irritating when applied to the human 
conjunctiva or when used for instillation or infil- 
tration. Dilatation of the pupil occurs to a lesser 
degree than with cocain and is of shorter duration. 
No injury to the mucous membrane of the urethra 
or bladder followed even frequent application of 1% 
or 2%. solutions. When injected by infiltration in 
quantities such as are commonly used, 50 or 100 
c.c., in areas that usually can receive such amounts 
of fluid no irritation is caused by the _ tutocain. 
When injected into areas not sufficiently spacious 
the irritability caused is the same as that from dis- 
tilled water alone, due to pressure. It is also found 
that no local irritation is experienced when the so- 
lution is injected epidurally. 

Analgesia. Tutocain has been used in solutions 
of 0.5% to 1%, the former being the most frequent- 
ly employed for infiltration, the latter for mucous 
membranes. It has a more pronounced local anes- 
thetic effect upon the mucous membrane than novo- 
cain, and for the infiltration anesthesia the 0.5% 
solution of tutocain was found to produce anesthesia 
equally effective as that resulting from the use of 
the 1% novocain, with more lasting effect. 

Although tutocain takes effect almost immediately 
it is better not to proceed with the operation too 
soon. When infiltrating it is usual to push the 
needle ahead, keeping behind the bleb. 

For anterior urethral anesthesia we find that a 1% 
solution produces anesthesia as complete as that ob- 
tained from 2% novocain. The drug is used in such 
solution for mucous membrane of the anterior and 
posterior urethra. For those who prefer them, tab- 
lets of proper size may be obtained for use in the 
posterior urethra. It is our custom first to inject 
the anterior canal with the solution and to apply 
the clutch for its retention, and following anesthesia 
of the anterior canal, the posterior portion is read- 
ily included by gentle massage of the fluid back- 
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wards. 

To exemplify its employment for different pur- 
poses the following typical cases are cited: 

1. As a direct application to the mucous mem- 
brane in a case of median bar obstruction in a hy- 
persensitive individual upon whom it was found to 
be out of the question to accomplish cystoscopy 
without local anesthesia. Upon entering the anteri- 
or urethra to the extent of four inches with a small 
examining cystoscope, the patient, protesting and 
complaining greatly of pain, finally fainted even 
although he was on his back. Upon his return to 
tutocain anesthesia was adopted, %4 
ounce of a 1% solution being injected and allowed 
to remain in the anterior canal for five minutes and 
then massaged backwards to the posterior urethra. 
This resulted in allowing thorough exploration of 
the bladder and further permitted the instrument to 
remain in place for seven minutes after our exam- 
ination, to take a picture of the bladder wall. After 
the examination the patient said he felt no pain and 
was perfectly comfortable during the whole pro- 
cedure. 


2. Infiltration and blocking. In this instance a 


0.5% solution was used for orchidectomy for malig- 
nancy. Injections were made under the skin and the 
needie pushed under the aponeurosis of the external 
oblique and the ilio-inguinal nerve was blocked. The 


skin was infiltrated and the incision brought down 
to the scrotum. After the inguinal canal was opened 
injection was made in the spermatic cord to block 
the genital branch of the genito-crual nerve. Forty 
c.c. of solution were used. Perfect anesthesia was 
produced and a very large testicle was easily re- 
moved. The wound healed by primary union and 
the patient left the hospital one week after the op- 
eration. 

3. Sacral blocking. An instance in which this 
method was used to cystoscope is a case of bladder 
diverticulum. The man was one of the most diffi- 
cult types of cases that we are called upon to handle. 
He had gone through the procedure so often that 
he was “gun-shy.” His bladder was intensely irri- 
table. Twenty c.c. of a 1% solution were used, 
which was injected directly into the sacral canal 
through the inferior foramen. The anesthesia pro- 
duced gave plenty of time to wash the bladder for 
a clean field of vision and to make a thorough ex- 
amination. This case is a striking example of what 
can be accomplished by nerve blocking in urology 
and of the value of tutocain in this procedure. It 
cleared up what appeared to be a hopeless situation. 
At the time we made our examination the patient 
was in no condition to stand general anesthesia. 

Toxicity. It has been shown by animal experi- 
ments that tutocain is three to four times stronger 
as an anesthetic than novocain, with the same tox- 
icity, therefore twice as strong as the latter with 
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one-half the toxicity. 

The report of the Committee on Therapeutic Re- 
search of the American Medical Association (March 
15, 1924), appointed to obtain information upon 
toxic effects of local anesthetics, records the fatali- 
ties reported from the various agents employed. Of 
the 43 deaths, cocain was the cause more often than 
any other of the agents, which included alypin, pro- 
cain or novocain, stovain, etc. Procain or novocain 
was used far more frequently than any other local 
anesthetic and was the cause of only two fatalities. 
But the report of the committee warns that this 
agent, despite this fact, is capable of producing sud- 
den death if used carelessly. The additional danger 
of absorption of local anesthetics through the ure- 
thral mucosa when there was any injury thereto was 
especially emphasized; and on this account the use 
of local anesthesia for stricture was objected to and 
a warning was recorded against injecting a local an- 
esthetic into the urethra in the presence of an 
abrasion. In summary it was recommended that 
procain should not be used in over 1% solution and 
not over 1.5 grains in all. Inasmuch as tutocain has 
double the strength with but half the toxicity of 
procain and as in practical demonstration its anal- 
gesic properties have been established as set forth 
herein, we believe it can be stated that in tutocain 
we have a new and valuable addition to the field of 
local anesthesia, with objections minimized and the 
advantages magnified as compared with other agents. 


A CYSTOSCOPIC UNIT* 
Joun D. Cooney, M. D., 
Assistant Visiting Urologist, French Hospital 
New York 

Cystoscopic instruments, American and _ foreign, 
taken collectively, are marked by the same features, 
with here and there individual peculiarities and ad- 
vantages. Those of German make have been recog- 
nized as standards, but they are usually too heavy 
and of unnecessarily large caliber. The French 
prototype, the original Nitze, contained features 
that should not be departed from. 

The Unit Equipment here presented is used in 
the Department of Urology of the French Hospital 
and was designed by the Director of Service, Dr. 
Chetwood. It is not presented as an original inven- 
tion, but as the assembling in one unit of the fea- 
tures that are considered to be of greatest merit 
from the various instruments of earlier make. 

This unit comprises simple examining (A), sin- 
gle catheterizing (B), double catheterizing (C), 
and operating equipment (D) features. There are 
four sheaths, all served by one telescope (E), and 
although the size of an individual sheath varies from 
the smallest (No. 15) to the largest (No. 22), the 


*Presented before the Section of Genito: Urinary Surgery, New 
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advantage is had of the same size of lens and the 
same field of magnification uniformly utilized for 
all of the foregoing expedients. This has the spe- 
cial advantage, in constant usage, of employing the 
same telescopic focus. 

Intrinsically, the instrument is divided into three 
integral parts, namely: the sheath; the fin and cathe- 
ter carrier; and the telescope, instead of the more 
common construction of two parts, viz., sheath and 
telescope, in which the fin is incorporated in the 
latter. 

In the instrument exhibited, the telescope may be 
removed alone for rapid emptying and irrigation of 
the bladder, leaving the catheters im situ and without 
disturbing the latter, which may be an advantage 


= 


It also 
simplifies the removal of the entire instrument, leav- 
ing one or both catheters in the ureters for pyelog- 


when double catheterization is undertaken. 


raphy or pelvic drainage. The lens system is by 
Zeiss, affording a brilliant field, mild magnification 
and wide scope. In addition to other advantages, 
the fact that but one lens system and telescope are 
required for the total equipment is an economy. 
The operating instrument (D) has a capacity for 
the full-sized rongeur forceps and other attach- 
ments and may also be satisfactorily used for sur- 
gical diathermy. 


In the not distant future physicians will be ex- 
pected to publish the mortality of drug treatment, 
just as surgeons at present are expected to publish 
the mortality of operative interference. The drug 
mortality of some physicians is a very high one, yet 
few physicians have ever realized that they also 
possess a treatment mortality, which can be com- 
pared to the operative treatment mortality of the 
surgeons.—F RANK Kipp in The Lancet. 
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INSTRUMENT FOR DIATHERMY IN 
UROLOGY* 
H. CHetwoop, M. D. 
Visiting Urologist, French Hospital 
New York 

This instrumental outfit is intended to employ 
the modality of diathermy for application to the in- 
ternal orifice of the bladder through a perineal open- 
ing. It consists of a large-sized endoscopic tube 
(T) and obdurator (O) composed of non-conduct- 
ing material known as calorite. At the top and bot- 
tom of the tube are two grooves, in the top of which 
is inserted a light carrier (A), which permits ocular 
inspection and in the bottom one a small tube for 
suction (B). At the distal end of the tube is a 
small aperture or window, in which is engaged the 


AN 


portion of the orifice to be attacked, or it may be 
reached through the terminal end. When examina- 
tion is completed, one of the non-conducting guides 
(C,D) is inserted in the tube, and an electrode of 
knife (E), javelin (F) or spear (G) pattern is in- 
serted, according to the size of the tissue to be 
burned or removed, after which process another in- 
spection is made through the tube, or, upon removal 
of the latter, the site of operation may be palpated 
with the finger. In a case where the neck of the 
bladder is exposed through a suprapubic opening, 
the diathermic current is applied directly thereto 
through the wound, without the intervention of a 
tube. ‘Lhe following is a recent case in point: 


O. M., age 64 years, was admitted to the hospital Sep- 
tember 5, 1924, with complete retention of urine. Palpation 
of the prostate per rectum indicated a moderate enlargé- 
ment. Catheterization was exceedingly difficult. On ac- 
count of the patient’s bad physical condition and blood chem- 
istry, it was considered inadvisable to undertake radical 
surgery. 

Conditions failing to improve, it was decided to perform 
preliminary suprapubic cystotomy, by means of which drain- 
age was established and continued for a number of weeks, 
the patient’s physical condition continuing to be unsatis- 
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At the expiration of about four weeks, the bladder wound 
was reopened, and it was found that at the site of the in- 
ternal orifice there had developed a prostatic abscess. This 
opened spontaneously upon manipulation, and there was then 
revealed a rigid collar-like band at the site of the vesical 
orifice. It seemed evident that the removal of this rigid 
barrier was all that was necessary to correct the deficiency 
of function, and therefore, by means of the diathermy elec- 
trode, the aforementioned band was thoroughly burned 
through, and the drainage tube was reinserted. 

Following this operation, the patient’s general condition 
improved. Voluntary urination, however, was only incom- 
pletely established, inasmuch as the suprapubic wound failed 
to close completely, owing, no doubt, to the unusual length 
of time a drainage tube had been inserted. The patient was 
permitted to leave the hospital in the hope that with im- 
proved health this condition would correct itself, but at the 
end of six months, as the condition had partially improved 
only, he was readmitted for closure of the suprapubic fis- 
tula. On this occasion was afforded the unusual opportunity 
of inspecting the bladder neck six months after a diather- 
mic incision. The operation was under regional anesthesia, 
and without difficulty. The wound was examined with the 
finger. The cleft at the site of the incision was of the 
depth of about 3-8 inch, soft and cw A small portion 
of mucous membrane at the site of the fistula was excised, 
the bladder sutured and an indwelling catheter inserted. 

Recovery was uneventful. No suprapubic leakage oc- 
curred thereafter. The patient left the hospital at the end 
of a week, and has since urinated normally. 


A CAMERA FOR CYSTOPHOTOGRAPHY* 
MiGcuet LAvANDERA, M.D. 
Assistant Visiting Urologist, French Hospital, 
New York 
This instrument was evolved in the Urological 
Departme.:t of the French Hospital by its Chief, 


for experimental study and observation. Results 


Fig. 1 
from its use have been. sufficiently successful to 
justify presentation and an effort at further de- 
velopment. 

Pictures have been made of diverticular orifices, 
bladder neck contractures and similar conditions. A 
certain degree of familiarity with the cases photo- 
graphed is essential for complete appreciation of the 
details of the pictures exhibited. What has been ac- 
complished is sufficient to justify the claim that 
with modified lighting conditions, permitting shorter 
exposures, decided improvement will result. 

The instrument, having a lens system, has a fixed 
focus. The very simple method of employment is 


*Presented before the Section of Genito-Urinary Surgery, New 
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as follows: | The cystoscope, introduced, is held 
firmly in place by a special cystoscope holder (fig. 
1) ; the camera is placed upon an adjustable tripod, 
which readily permits it to be placed upon the same 
level and at a corresponding angle to the cystoscope 
and fixed in that position. Behind the camera is 


Fig. 4 


the magazine plate holder of standard design, by 
means of which from one to one dozen plates may 
be exposed. Exposures has been from three to 
seven minutes; the accompanying prints illustrate 
some of the results obtained. (figures 2, 3, 4). 
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SKELETAL TRACTION IN CERTAIN 
FRACTURES* 
jJoun J. Moorneap, M.D., F.A.C.S. 
Professor of Surgery and Director of the Department of 
Traumatic. Surgery, N. Y. Post-Graduate 
Medical School and Hospital, 
New York. 

Skeletal traction has become a recognized proced- 
ure in the treatment of certain fractures of long 
bones since Steinmann of Berne, and Codivilla of 
Bologna, first directed attention to this method 
about fifteen years ago. Concededly the method is 
less radical and safer than open operation in the ma- 
jority of cases, and, indeed, it may be described as 
occupying an intermediate position as between 
ciosed and open correction. 

In reality all fractures are reduced only by traction 
aid this may be manual, mechanical or operative. 
Manual traction needs no comment as to indication 
or limitations. Suffice it to say that this method is 
applicable only to very recent well serrated trac- 
tures in which the fragments are rendered self-lock- 
ing when reduced. 

Mechanical traction by use of the various traction 
tables is less practiced now than heretofore because 
of the known difficulty of maintaining reduction once 
attained. 

A second form of mechanical traction, namely, 
weight traction of the suspended limb, has failed 
so often in marked cases that this procedure is now 


regarded as applicable only to certain selected cases. 
It is not, as some would have us believe, a new or 


universally successful method, however much 
vaunted or elaborately contrived. The fact is that 
this or any form of external traction on a heavily 
muscled limb will not act on underlying broken bone 
effectually enough to produce coaptation in every in- 
stance, and notably in fracture of the femur. In 
compound fractures, the situation is different, for 
here muscle pull is less active, decompression has oc- 
curred, and in some cases débridement has also di- 
minished muscle spasm and contraction. 

Hence war fractures and certain compound frac- 
tures of civil life are readily managed by this method 
of traction and suspension, but it is not a universally 
applicable method any more than was the similar 
method of Buck’s extension (1861). In passing, it 
is interesting to note that weight traction is said 
to have been used by Hildanus in the sixteenth 
century. 

As to open correction, we are all familiar with the 
inherent dangers of operating upon recently trauma- 
tized tissue, especially lacerated bone and muscle. 
We know that macerated muscle in the presence of 
blood and serum makes in effect an autogenous bouil- 
lon culture medium readily infected by skin organ- 
isms unless our technic is of the highest grade. If to 
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open operation, we add the additional burden of in- 
troducing non-absorbable material such as plates, 
wires, screws or bands, we should not be surprised at 
such end-results as infection, gangrene, necrosis, or 
non-union. 

The use of non-absorbable material in lacerated 
bone is now almost on a parity with the use of 
similar material in soft part lacerations. Some few 
years ago repair of a hernia or crevix by wire was 
regarded as good surgery, but today that practice is 
obsolete in the best clinics and non-absorbable bone 
sutures are justly becoming obsolete also. 

Skeletal traction is especially applicable to selected 
recent fractures of the femur and tibia, and less ap- 


Figure 1. Skeletal traction with hyper-correction in a patient treat- 
ed in 1913 when a carpenter’s drill was used instead of the 5/16 inch 
nail now used. 


plicable to certain fractures of the humerus. 

Proponents of this method vary in their advocacy 
of the nail, the tongs or the stirrup, but they do not 
vary in their assertion that skeletal or direct traction 
actually will produce alignment under the most ad- 
verse and trying conditions. 

Unfortunately, this method still carries a certain 
element of danger because the traction is in effect 
a seton which inevitably produces infection. How- 
ever, if we keep the contacting parts of our traction 
apparatus moist by using a mild antiseptic, this 
danger is decreased. 

Further, we have all of us kept our traction in situ 
too long because we have not at once used weights 
heavy enough. 

Our own most recent practice is to use an iodin 
saline solution (one dram of iodin to a pint of saline 
solution) on the dressing over the protruding ends 
of the traction apparatus. In addition, we start with 
a very heavy weight, 40 pounds in an ‘adult, and re- 
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move the traction entirely when coaptation has oc- 
curred. We have several cases in which alignment 
has been so effective in 48 hours that the bone ends 
are actually separated one-half inch or more. In a 
very recent case of comminuted fracture of both 
femurs, this distraction occurred in 24 hours, and in 
this case we put on a plaster spica at the time 
the nail was introduced, leav:ng an open space 
in the plaster which we filled in on the fifth day, not 
removing the patient from bed for this purpose, This 
was with us a new procedure and it proved so success- 
ful that we will probably hereafter make it a method 
of election in suitable cases. 


Figure 2. Skeletal traction by band over os calcis (stirrup method) 
in fracture of the lower end of the tibia and fibula. 


However, skeletal traction has a place in the treat- 
me*t of old.cases, in non- and mal-union for ex- 
ample, and to these I would revert. I refer especially 
to fractures of the femur in which deformity and 
associated disability demand some form of correc- 
tive operation. An illustrative case is the following: 


A man, aged 47, about five feet one inch tall and 
»f slight build, entered my service 20 months after 
sustaining a fracture of the upper third of the 
femur. Union was solid with plentiful callus but 
the limb was markedly bowed outward and _ back- 
ward and there was a shortening of three inches. 
This amount of shortening in so short a man con- 
stituted practically complete disability. The prob- 
lem was to correct this deformity and the following 
procedures might have been entertained : 

(1) Closed refracture, plus immediate traction on 

the table, or by 

(2) Weights or by 

(3) Nail, tongs or stirrup. 

(4) Open correction by oblique osteotomy or Z- 
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shaped osteotomy with the introduction oi 
wire, a plate or a metal band. 

(5) Open correction, plus bone grafting to in- 

crease the length of the limb. 

(6) Oblique osteotomy plus skeletal traction. 

Of these six procedures, we selected the last, 
namely oblique osteotomy with the introduction of 
the Steinmann nail and 25 pounds of traction. 

After 13 days traction, the nail was removed, a 
plaster of Paris spica was applied and 5 weeks later 
the man was using a walking calliper and he left the 
hospital in 7% weeks. The shortening was then one 
half an inch; the limb was nearly straight and union 
was reasonably solid. 


S., aged 11. Injury, November 3, 1924. Epiphyseal 
Two unsuc- 
X-ray sil- 


Figure 3. B. 
separation with fracture of the lower end of the femur. 
cessful attempts at closed reduction under anesthesia. 
houettes of pre-operative condition. 


This is a striking example of the value of skeletal 
traction in a class of case in which a more extensive 
operation might have resulted in infection with non- 
union or some other regrettable disability. We all 
know the technical difficulty of separating the frag- 
ments in an old fracture of the femur, the extent of 
the needed manipulation and the inevitable macera- 
tion of soft parts. 

Also we are often compelled to remove portions of 
bone to attain alignment, and thus instead of gain- 
ing bone length we actually sacrifice it and our ad- 
vance is only in terms of correcting a bowed limb 
into a straight limb. 

If a transverse or Z-shaped osteotomy is per- 
formed, some suture material must be provided and 
the temptation is to use wire or a metal plate and thus 
to further traumatize overburdened tissues. 

A further use of skeletal traction is in that class 
of case in which there is non-union due to bony de- 
fects. Here the muscles have contracted, there is 
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shortening and the bone ends are enmeshed in fibrous 
débris. Obviously the remedy is a bone graft, but 
to perform this it is necessary to first attain bone 
lengthening and this can best be done by preliminary 
skeletal traction. If we introduce the nail or the 
tongs several days in advance of our bone grafting 
operation, and operate with the nail in situ we will 
find that the bony defect can be overcome and the 
graft will fit more snugly. In such a case the nail 
or tongs should be included in the plaster casing and 
later removed after x-ray examination has shown 
that the graft is well retained. 

A further use of skeletal traction is in infected 
or compound fractures, Here the nail, tongs and stir- 


Figure 4. B. S. X-ray silhouettes showing effect of transfixion of 
head of tibia, two days post-operative. Operation, November 6, 1924, 
Roentgenogram, November 8, 1924. 


rup is introduced at a distance from the wound, and 
the latter is then easily cared for because skeletal 
traction requires no splintage, which would hide the 
parts rendering dressings difficult and painful. 

The technic of applying skeletal traction in a re- 
cent fracture, a compound or infected fracture, or 
an old fracture is practically the same, and there are 
a few points of practical importance relating thereto. 

My choice is the nail in fractures of the thigh and 
the tongs or stirrup in fractures of the leg. I prefer 
the nail for the femur because once introduced it will 
Stay and there is no danger of slipping. The tongs 
pull out not infrequently, and then there is great 
danger of infecting the adjacent joint. 

For entering the nail in fractures of the upper 
three-fourths of the femur, the site of election is a 
point 2 1-2 inches above the external condyle on a 
line between this bony point and the great trochanter. 
We drive the nail with a hammer having ascertained 
the exact center of the bone, and using a one piece 
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nail. Then apply the spreader and thread the nail 
with gauze compresses slit at one end, soaking the 
dressing in iodin saline solution. We apply rather 
a heavy dressing of gauze and cotton so that it bulks 
about the size of a cocoanut. For supracondylar 
fractures we transfix directly through the condyles, 
and for condylar and some epiphyseal fractures, 
transfix the head of the tibia. 

When the patient is abed, the following elements 
of aftercare are most important: 

(1) Elevation of the foot of the bed 8 to 12 inches 
to provide a counterpull equal to the weight of the 
patient’s body. 

(2) Knee flexion to an angle of about 165° to re- 


Figure 5. B. S. Transfixion removed November 14, 1924. All 
splintage removed. December 3, 1924, walking callipers applied for 
3 weeks. X-ray silhouette of end-result, December 29, 1924. 


lease the pull of the gastrocnemius group. This de- 
gree of flexion can be obtained by using a pillow, 
the Gatch bed or a bent Thomas splint, the latter 
with or without a hinged leg piece. 

(3) Traction over the foot of the bed in the direc- 
tion of the upper fragment. 

(4) A strap is fastened around the ankle and to 
this a cord passes to the overhead (Balkan) frame 
so that the patient by pulling on the card may keep 
the knee joint in motion. 

(5) The extruding margins of the gauze-covered 
nail are moistened daily with iodin solution or some 
other mild antiseptic. 

(6) A heavy weight is attached before the patient 
comes out of the anesthetic. In a muscular adult 
with fractures of the femur, this weight should be 
from 30-40 pounds. For the tibia, the weight is 
from 10-20 pounds. For the humerus, from 5-15 
pounds. In compound fractures, the weight is about 
20 per cent less in each location. 
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(7) X-ray examination at the end of 24-48 hours 
will determine how much weight may be removed, 
but usually 10 pounds can be removed from the fe- 
mur just as soon as free false motion and free crepi- 
tus demonstrate separation of fragments, these signs 
to be corroborated by the fluoroscope or radiograph. 

(8) The nail is removed when union is firm, that 
is when callus can be felt and when false motion and 
crepitus no longer exists. 

(9) A plaster of Paris cast is then substituted for 
the traction, or a two-piece molded plaster of Paris 
splint is applied. 

(10) After union is solid, a walking calliper splint 
is fitted and the patient is allowed up on crutches. 


Figure 6. A. L., aged 47. Injury, May 8, 1922. Fracture of the 
upper third of the femur with marked bowing and 3 inches shorten- 
ing. Pre-operative #-ray silhouette. 

(11) Weight-bearing without callipers is permit- 
ted when the “tests for usage” permit; that is, in any 
fracture we test the capacity to function by noting 
the reaction after rough massage, pounding on the 
fracture site, pulling, pushing and jostling the limb. 
If there is no prolonged pain, swelling, redness or 
heat, we may assure ourselves that the part is ready 
to function. 

Under this form of management, the average 
period for removal of the nail is from 1 to 3 weeks, 

The plaster cast or splint is used for 4-10 weeks 
thereafter. 

The callipers are worn from 4-8 weeks thereafter. 

In other words, some form of traction or splint- 
age is used for a period varying from 9-21 weeks; 
or approximately for a period ranging from 2 months 
and I week to 5 months and 1 week. 

There are certain clinical facts determining the 
rate of repair in these femur cases, irrespective of 
the cause of the accident, the sex, age or occupation 
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of the patient, or the anatomical site of the lesion. 

(1) Fractures within the intertrochanteric line 
(the so-called intracapsular fracture) do not repair 
speedily; and when the weight-bearing is permitted, 
a coxa vara deformity often occurs because of bone 
shrinkage despite most accurate apposition checked 
by careful clinical and x-ray examination. This at- 
trition occurs also in certain Colles’ fractures, in the 
os calcis, the vertebral bodies, and in the head of the 
humerus, and it is an index of lack of reparative 
power of bone rich in medullary but poor in cortical 
structure. 

(2) Fracture at or outside the intertrochanteric 
line (so-called extracapsular fracture) is in reality 


Figure 7. A. L. Oblique osteotomy and nail transfixion, January 
24, 1924. This #-ray silhouette shows condition four days _post- 
operative. 

a high fracture of the shaft and union can be attained 
or maintained more readily than in the preceding 
class. 

(3) Subtrochanteric fractures do well because the 
fracture line is usually oblique and so fragmented 
that the lesser trochanter and adjacent splinters vir- 
tually become bone grafts—stalactites and stalag- 
mites, icicles of bone ultimately fused into firm callus. 

(4) Middle and upper third groups are the com- 
monest and they unite if coaptation of fragments can 
be maintained, and if traction is made in the direc- 
tion of the upper fragment. 

(5) Lower third and supracondylar groups are 
the most difficult to manage because of the backward 
and lateral pull of the lower fragment. Union oc- 
curs promptly as a rule and the result will be satis- 
factory if the carrying angle is maintained. 

(6) The greater the comminution the earlier the 
union because each fragment is a potential bone graft. 

(7) Synovitis of the knee, usually hemorrhagic, 
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is a regular accompaniment of nearly all shaft frac- 
tures. Preliminary aspiration prevents subsequent 
laxity of the capsule and adhesions which may com- 
promise an otherwise excellent result. 

(8) Shortening up to one inch or more can be 
compensated for if the carrying angles are correct 
and the knee and hip joints are freely movable. This 
carrying argle is represented by a vertical line that 
passes from the anterior superior iliac spine through 
the tibial tubercle and the interspace of the first and 
second toes. Laterally it is represented by a line 
passing from the great trochanter through the ex- 
ternal condyle, the external malleolus and the base 


Figure 8. A. L. This x-ray silhouette shows end-result 5% months 
post-operative, 


of the fifth metatarsal. These lines may be said to 
be the crease-and-the-seam-of-the-trousers lines. 
(9) In children under 16, even gross deformity 


will be compensated by subsequent growth if the 
epiphyseal lines are not involved. The lower femoral 
epiphysis is the most important in the entire body. 

Hence the management of fracture of the femur 
in children really means relatively perfect correction 
and (a) plaster of Paris immobilization, or (b) ver- 
tical suspension (Schede, 1877), or (c) traction 
and suspension. Skeletal traction is needed only for 
old or unreduced cases, or for children of adult 
physique. Epiphyseal fractures may, however, 
escape open correction by the use of skeletal traction 
through the condyles or the head of the tibia. 

In the tibia group, skeletal traction by the stirrup 
over the os calcis, or the tongs into the condyles af- 
fords excellent control. 

We have occasionally transfixed the os calcis by 
a nail or the tongs, but necrosis in this bone is so 
readily induced thereby that we regard this pro- 
cedure as unwise. Any involvement of the os calcis 
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is very likely to result in serious crippling so that 
fracture or osteomyelitis in this zone is to me a 
dreaded event disproportionate to the early symp- 
toms of the initial lesion. Skeletal traction in com- 
pound fractures of the leg is an excellent procedure 
because the traction can be introduced at a distance 
from the wound so that contamination therefrom is 
improbable. The ease of dressing such a case is an 
added feature of value. However, we have had so 
many cases of non-union of the lower third of the 
tibia that we find ourselves more and more inclined 
to at once proceed with open reduction and notching 
in this group. Over half our cases of non-union 
are in the lower tibia; the radius, ulna and humerus 
following next in frequency. My opinion as to the 
essential cause of non-union in any bone is that frag- 
ments intervene, such as fascia, periosteum or bone 
and that, in effect, the patient begins with an auto- 
genous arthroplasty that will defeat even apparently 
perfect reduction and adequate splintage. This also 
occurs in the radius and ulna with great frequency 
and hence we very often resort to immediate open 
reduction and rotching in these three areas, namely 
tibia, radius, and ulna. 

In the humerus group, skeletal traction is less often 
called for because manual traction and suspension- 
traction are usually sufficient. 

However, in certain compound fractures we need 
some device that can be applied at a distance from 
the wound, and hence transfixion by the nail, trac- 
tion by the tongs or the stirrup may be indicated or 
demanded. The tongs or the stirrup are the-mo:t 
suitable because complete nail transfixion might dam- 
age adjacent nerves or vessels. The stirrup traction 
is best made by passing a piece of wire just over the 
top of the olecranon so that the triceps tendon and 
the top of the olecranon bear the brunt of the pull, 
the elbow being flexed at a right angle and the fore- 
arm in supination. 

Occasionally we may avoid open operation for ir- 
reducible supracondylar or shaft fracture by this 
form of skeletal traction, notably in old or unrecog- 
nized cases in children in which, as in the femur, 
osteotomy is a preliminary to skeletal traction, both. 
however, being performed at the same time. 


SUMMARY. 


(1) An attempt has been made to show that ske- 
letal traction has demonstrated itself as a useful and 
safe procedure in certain recent fractures, particular- 
ly that group in which reduction and maintenance 
has hitherto demanded open correction with or with- 
out the use of non-absorbable material, such as 
plates, wires, screws, bands or clamps. 

(2) Certain fractures of the femur, notably the 
supracondylar group, are in many cases irreducible 
except by open operation or skeletal traction; the 
latter is preferable because safer and simpler. 
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(3) Skeletal traction has wide application in com- 
pound fractures because the traction medium can he 
i-troduced at a distance from the wound, and fur- 
ther because the necessary dressings can be unham- 
pered inasmuch as splintage is reduced to the min- 
imum. 

(4) Skeletal traction permits ready inspection of 
the limb and lends itself to mobilization of the entire 
musculature and adjacent joints. 

(5) Skeletal traction with osteotomy through the 
fracture lire replaces extensive operations in mal- 
union and is a welcome substitute for bone re-shap- 
ing or bone sacrifice with or without metallic sut- 
uring. 

(6) Preliminary to bone grafting for loss of sub- 
stance, skeletal traction may attain bone length thus 
making the operative procedure more simple and 
exact. 

(7) The after-care in some of the important de- 
tails has been stressed. 

(8) After an experience of 12 years, the writer 
feels that the procedure of skeletal traction deserves 
a wider application in the treatmert of selected re- 
cent and old fractures. 


SOME PROBLEMS IN ANORECTAL SUR- 
GERY* 
J. Zoset, M. D., F. A. C. S. 
San FRANCISCO 
Chief of Dept. of Rectal Diseases, San Francisco Polyciinic 
and Postgraduate School; Lecturer in Proctology, 
Leland Stanford Jr. University Medical School. 

The majority of operations upon the anorectal 
region may be classed as minor surgical procedures. 
Being such, they are usually considered of but little 
importance by the average general surgeon, who, be- 
ing far more interested in the graver problems asso- 
ciated with major surgery, often slights the com- 
moner pathological conditions occurirg in these parts 
and gives little or no thought to any of the problems 
that at times confront the rectal surgeon. 

Yet it must be kept in mind that to the one suf- 
fering from a rectal trouble it is far from being a 
matter of minor importance. Every symptom he 
has assumes in his mind a magnitude out of all pro- 
portion to the size and importance of the causative 
lesion. As a consequence a proposed operation for 
some simple trouble, such as a painful anal fissure 
or prolapsed bleeding hemorrhoids, often is ap- 
proached by the patient with more fear and hesita- 
dition that does not present such acute symptoms. 

Two reasons account for this. From observations 
made over a long period of time, and on individuals 
in all walks of life, I have noticed that in almost 
every patient who has any arorectal disease there 
soon arises a peculiarly morbid mental condition, 
due, I think, to his attention being centered contin- 

*Read before the San Francisco County Medical Society. 
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ually upon his annoying affection. The other reason 
is, that on account of the seeming indifference evinced 
towards this part of surgical practice by many gen- 
eral surgeons who desire to be known rather as ex- 
celling in major surgery, and through carelessness 
in operative technic, or postoperative care, many 
rectal operations have not been so successful as they 
should be. 

As a consequence an indiscriminating laity has be- 
come imbued with the idea that only evil results, 
such as stricture or less of sphincteric control, fol- 
low operations upon the anus and rectum. Of course 
we know this to be a fallacy. Such unfortunate re- 
sults follow only upon the employment of poor sur- 
gical technic, especially when superimposed upon 
lack of anatomical knowledge, unless, of course, 
there should happen to be some constitutional dys- 
crasia in the patient himself, over which the surgeon 
has no control. 

However, as the fact remains that many bad op- 
erative results are observed, and that the laity is not 
entirely wrong in its conclusions, I strongly feel that 
surgeons should give every rectal case the most seri- 
ous consideration before, during, and after operation. 
In passing, I might say that it is amusing how very 
seriously our own surgical colleagues take it when 
they, themselves, are the sufferers from a painful, 
itching, or bleeding trouble about these parts. 


Individuals suffering from rectal trouble usually 
come to the surgeon complaining of one of the fol- 
lowing symptoms, or a combination thereof: Pain, 
bleeding, itching, or protrusion. Complaint also 
may be made of constipation, diarrhea, or of a dis- 
charge of pus or mucus. 

Pain, above all other symptoms, urges the patient 
promptly to seek relief. In the majority of cases 
it is found to be due to an anal fissure. In many of 
these sufferers, added to their pain is the conscious 
or the subconscious fear that the trouble may be a 
rectal cancer. The pain is greatly alleviated when a 
negative examination relieves their mind. As a mat- 
ter of fact it may be safely stated that when there 
is severe pain in the anorectal region one rarely finds 
a cancer. 

‘If on examination no fissure be found, close 
search often discloses a diseased crypt of Morgagni, 
with a blind submucous fistulous tract leading there- 
from. This is frequently overlooked and a diagnosis 
of inflamed internal hemorrhoids is made without a 
digital and proctoscopic examination. I have seen 
a like diagnosis made when a small perianal abscess 
was present. As a rule there is pain with hemor- 
rhoids only when they are eroded and irfiamed, of 
are throml:ctic. 

A complete fistula causes little, if any, pain, except 
when its external opening closes. It is then prac- 
tically an abscess. 
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Fissure. With many general surgeons it is still the 
accepted practice to divulse the sphincters for the re- 
lief and cure of anal fissure. This requires a general 
anesthetic, is the cause of tearing and bruising of the 
anal tissues and then is not always successful since 
recurrences are common, particularly so should the 
fissure be located in the posterior commissure. 


It is my practice to operate upon these cases under 
local anesthesia, cleanly to incise the fibers of the 
external sphincter, trim off the mucosa from the 
edges of the ulcer, and excise the sentinal pile which 
is usually present. When this is done, the muscle 
is put at rest, the spasmodic pain is promptly relieved 
and drainage is admirably secured. When the wound 
heals there is just enough scar-tissue left interposed 
between the divided edges of the muscle to serve to 
enlarge the anal canal sufficiently to prevent tearing 
in the future. This appeals to me as the best surgical 
procedure for the cure of anal fissure. 

Though bleeding from the rectum is the cause of 
greater constitutional disturbance than is pain, yet 
it does not urge the sufferer to seek relief so quickly 
as does pain. It is really surprising how anemic a 
patient will allow himself to become before he will 
consult a physician. In most instances the bleeding 
is from congested, eroded hemorrhoids. One point, 
however, always should be borne in mind, that when- 
ever there is rectal bleeding, no matter how small 
the amount, a most careful examination, first digital- 
ly and then proctoscopically, should be made to ex- 
clude the presence of cancer. To illustrate the value 
of this: An apparently perfectly healthy gentleman of 
seventy years came complaining of bleeding from con- 
stantly proplapsing hemorrhoids. My examination 
confirmed this as I could see through the anoscope 
free oozing from fine breaks in the mucosa over the 
greatly congested pile area. This patient strenuously 
demurred against the sigmoidoscopic examination 
which I insisted upon, according to my routine prac- 
tice, yet just beyond the rectosigmoidal junction J 
discovered a small malignant growth which eventu- 
ally took his life. 

Other lesions, such as fissure, ulcer, polypoid 
growth, proctitis, etc., may be the cause of bleeding, 
and should be looked for if the examination discloses 
no bleeding from the hemorrhoidal area. 

Hemorrhoids. , Generally when there is much 
bleeding from hemorrhoids there will be some pro- 
trusion in varying degree. But a protrusion may be 
a simple prolapse of anorectal mucosa, a true pro- 
lapse, or the descent of a large pedunculated growth. 


The mere presence of hemorrhoids is not an indi- 
cation for immediate surgical intervention. Very 
often therapy directed to the rectum and colon for 
a coexisting colitis will, in time, cause their clinical 
disappearance, providing the pathological changes 
have not advanced too far. Very often after such 
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an apparently happy result has been secured, the 
hemorrhoids will remain quiescent, at least symptom- 
atically, for years, or until there is a return of the 
trouble that caused them. 

Most patients prefer to avoid an operation if pos- 
sible. Inasmuch as an operation on hemorrhoids is 
generally a matter of expedience rather than one of 
immediate urgency, it must be allowed that the pa- 
tient has the right to choose in which way, either 
palliatively or surgically, he desires to be treated. 
Of course these cases are not to be included where 
the bleeding has gone on for so long, and in such 
quantity, that the patient is in danger,’ nor where 
strangulation has occurred or is about to do so. In 
such cases prompt surgical measures are then posi- 
tively indicated, and must be insisted upon. 

When the hemorrhoids do not prolapse to any con- 
siderable degree, yet bleed rather freely, the bleeding 
can be readily and quickly stopped, and even the pro- 
trusion alleviated ‘in many instances, by employment 
of the injection method of Emmett Terrill, of Rich- 
mond, Va. If this is skillfully used, the procedure is 
a painless one, is quite safe, and there can be none of 
the objections raised against it as have been against 
the injection of caustic solutions. 


In my operative work on hemorrhoids I use the 
ligature operation. Very rarely, if ever, do I now 
use the clamp and cautery method, although I did so 
years ago. As regards the Whitehead operation, I 
have seen so many sad results from it, though the 
operation was done by most favorably known sur- 
geons, that I have never used it, and especially have I 
avoided it since I have heard it roundly condemned 
by such surgeons as Lockhart Mummery, Swinburn 
Edwards, and Ernest Miles, of London, and in this 
country by Tuttle, Lynch, Earle, Pennington, 
Hirschman and Gant. 

Almost all of my operations on hemorrhoids, in 
the San Francisco Polyclinic and in private prac- 
tice, are done under local anesthesia. I use a half of 
one per cent novocain solution, containing I-150,000 
suprarenalin. It is rarely that I have to inject more 
than six to eight drams of this to secure perfect 
analgesia. 

During the operation the patient lies on his left 
side in the Sim’s position, one which is quite com- 
fortable for him, yet giving a clear field for the 
operator. With this position there is no relaxation 
of the sacroiliac ligaments, which so frequently oc- 
curs when the patient is under a general anesthetic 
and in the dorsal posit‘on with legs in stirrups. Con- 
sequently there is no postoperative back-pain of 
which much complaint is so frequently made. 

After the anal tissues are completely anesthetized, 
Pennington forceps are applied to the anal margin, 
anteriorly, posteriorly, and right and left laterally. 
When these are drawn apart by the assistants the 
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anal canal becomes everted and the hemorrhoids are 
brought into view. Neither divulsion nor dilatation 
of the sphincters is done. I feel confident that much 
of the pain that follows a hemorrhoid operation, as 
crdinarily done, is due to the bruising and edema of 
the anal tissues from this unnecessary step. 

In turn each hemorrhoid is carefully dissected up, 
and a stout ligature is tied about the resulting pedicle. 
The part distal to the ligature is cut away, and the 
ends of the ligature are cut short. 

After all the internal hemorrhoids have been at- 
tended to, the Pennington forceps are removed, and 
the external hemorrhoidal ring is repaired. The 
summit of each external pile is caught up by two fine 
hemostats and an incision is made between them 
down to the base. A symmetrical piece is then cut 
out on each side, from above downwards to the bot- 
ium of the incision. The removal of these V-shaped 
sections at intervals around the anal margin, leaves 
the parts so that when the operation is completed, 
there is no evidence of what has been done but small 
straight linear wounds radiating from a normally 
contracted aral orifice. 

Usually about the time the patient is placed back 
in bed there begins a return of senSation to the parts. 
With this comes some pain, which lasts only about 
an hour, and is mild or severe according to the tem- 
perament of the patient. Ten grains of aspirin, or, 
if necessary, a hypodermatic injection of morphin 
easily controls it. 

The bowels are moved on the third day. Nothing 
is given to bind them in the meantime, for if the pa- 
tient has been properly prepared before operation it 
is unnecessary. On the fourth day he is allowed full 
diet, and to be up and about. On the fifth day he is 
permitted to go home, and he then usually reports 
at the office on the seventh or eighth day. 

St. Marks Hospital and Gordon Hospital, two old 
institutions in London, are both devoted exclusively 
to the treatment of diseases of the rectum. When I 
was first there, twelve years ago, their chief surgeons 
Mr. Mummery, Mr. Edwards and Mr. Miles, all 
used the ligature operation. I have seen during a 
recent visit there with some of my American col- 
leagues that the same method still prevails. 

It has been my privilege to know personally almost 
every surgeon of prominence in this country who 
is working in rectal surgery. I have visited them 
and have watched the‘r work. With but few excep- 
tions they all use the ligature operation, after having 
tried and discarded the other methods. I have also 
seen their results, and from these observations, and 
from my own experience, I cannot see any good rea- 
son to prefer any other method of operation over 
that of the ligature. 

The ligature operation, when done with a good 
technic, is a safe one, gives excellent results, and 
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is eminently satisfactory to both the operator and 
the patient. 

However, if some other surgeon successfully uses 
the clamp and cautery or the Whitehead operation, 
his efforts are respected by me, and I think it would 
hardly be the part of wisdom for him to change his 
technic until the time he becomes fully convinced that 
with a different one he can get better results, with 
much less danger of harming his patient. 

Fistula. Frankly, I believe that the general sur- 
geon has far more recurrences after fistula opera- 
tions than have those who confine their work to rec- 
tal surgery. There are, perhaps, a number of rea- 
sons for this. One is, that in the greater part of his 
practice the general surgeon works in a clean field. 
In rectal surgery one works in unclean tissues, so 
that wounds heal but rarely by first intention. There- 
fore, unlike the after-care of clean wounds, wounds 
in the anus and rectum require to be dressed daily, 
with careful attention being paid that no bridging of 
tissue occurs. This postoperative daily treatment is 
of the foremost importance. ; 

Again, the general surgeon, accustomed to and pre- 
ferring to deal with the major problems of surgery, 
has but little inclination towards rectal surgery, with 
the exception of the great problems attached to rec- 
tal cancer. As a result, after operating, especially 
if he be a very busy man, he is apt to leave the post- 
operaiive treatment to his assistant or to his interne, 
or even to the nurse. My contention is that the post- 
operative treatment of fistula is essentially a part of 
the operating surgeon’s duties, until the time the 
tissues have so healed that only a simple dressing is 
required. 

Cancer. When the advisability of an operation for 
rectal cancer is under consideration, a keen distinc- 
tion should be made between those cases which are 
merely operable, and those which, if operated upon, 
offer a fair and reasonable promise that life will be 
prolonged with a good degree of comfort for at least 
a few years. I fail to see the value of, and am op- 
posed to, any operation that simply means confine- 
ment to a bed of pain for many weary months with 
death to end the suffering. 

I think great good judgment must be exhibited be- 
fore an operation for the extirpation of a rectal can- 
cer is advised. The patient’s age, physical condition, 
circumstances and environment, the situation and 
duration of the growth, among other things, must be 
taken into account. 

When a growth is considered inoperable, a colos- 
tomy may prolong life for a number of years, with 
the patient in comparative comfort and good health. 
I performed this on a man of sixty-two years. For 
over four years, with the exception of the month 
following his operation, he lived a practically norm”’ 
life. It was only near the end that a downward 
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yrowth of the cancer caused him any discomfort. I 
feel confident that had an extirpation of the growth 
been attempted when he was first seen he never 
would have lived four years. 

In those over sixty years of age, with a growth 
present for some time, I have been advising a col- 
ostomy, followed by massive x-ray doses. I have 
not drawn my final conclusions as to the value of 
the latter. In those under this age, an extirpation of 
the growth should be attempted, if there be even a 
fair chance for a good result, and if the conditions 
mentioned warrant it. 

I believe the two- or three-stage operation, 
where we have the preliminary colostomy, gives 
the best results as regards mortality. 

I do not advise the use of radium in rectal cancer. 
I believe that those who are most conversant with its 
employment will agree with me in this opinion. 

Rectal cancer is not to be considered a purely local 
affair. In most instances by the time it has been 


diagnosed it has become already far more than that, 
and its surgical treatment lies within the field of one 
versed in abdominal surgery, and he, to cope suc- 
cessfully with its grave problems, must be a highly 
trained surgeon, possessing not only skill and intre- 
pidity but judgment and experience. 


EXCISION OF TATTOO MARKS 
CHARLEs C. M.D. 
CHICAGO 

Many different methods of treatment have been 
advocated for the removal of tattoo marks. Some of 
these are never effective. Some produce an un- 
certain result where skin infection and sloughing fol- 
low their use. All technics by drug application are 
very inaccurate and more or less dangerous. Pain- 
ful discolored states may be added to the mark with- 
out its removal. Many years ago I advocated the 
use of the galvanic needle and described a technic 
which if carefullly followed will cause the satisfac- 
tory disappearance of the mark. This method con- 
sisted essentially of softening the skin over the lines 
of the mark with the needle attached to the negative 
pole and picking out the pigment. The great draw- 
back of its use is its tediousness. When the surgeon 
has a trained assistant in his office she may be edu- 
cated to use the electric needle for removing exces- 
sive hair from the face, small featural blemishes and 
the like. Such women operators, given sufficient 
time, can gradually pick out the tattoo mark and by 
not overdoing the destruction of the skin, secure a 
satisfactory state of the parts. 

Excision of tattoo marks can be accomplished 
rapidly by the surgeon with local anesthesia. During 
the past ten or fifteen years I have not tried to keep 
track of the various methods of tattoo mark removal 
advocated in surgical literature. The subject is not 
essentially an important one. Excision has proved 


MILLER—EXCISION OF TATTOO MARKS 


AMERICAN 


JouRNAL oF  SuRGERY 121 


accurate and sufficiently expeditious to make it 
very satisfactory to me. I always take all humble 
precautions to remove the least amount of tissue from 
the true skin in effecting removal of the pigment. 
When this essential point is kept in mind it is not 
hard to evolve a technic that permits of removal of 
the pigment without much loss of tissue. 

Local anesthetics only, should be used for this 
work. I use either one or two per cent. novocain, 
usually adding a few drops of adrenalin solution to 
blanch the skin and prevent blood obscuring the work 
too much. 

It is not necessary to infiltrate the skin layers. The 
novocain solution may be just as well deposited under 
the skin. Perhaps, too, by placing the injection 
under the skin, distortion is not produced and the 
operator has a better idea of the actual depth of his 
incisions into the skin. 

The first step in the operation may usually be to 
advantage a partial approach to the mark, the very 
topmost layers of the skin being shaved off as in 
grafting. 

To shave off the mark as one does a Thiersch 
graft is sure to leave scarring as tattoo marks are 
invariably placed deep enough in the true skin to 
cause this. The topmost layers may be shaved off, 
however, and the pigment thus brought clearly into 
view. 

Then with a thin-bladed, very sharp knife, the 
surgeon, by a gentle stroke, carefully follows one of 
the lines of the tattoo mark. The skin should now 
be pinched up so that the pigment may be sheared 
out with very small sharp scissors. The pigment is 
very easily seen and is very well defined so that when 
one is actually down upon it, removal may be effected 
with great accuracy. There is no excuse for leaving 
portions of the pigment. If the method has no other 
advantage it has that of thoroughness, every trace of 
the pigment can easily be taken out. Lines of a 
tattoo may be rapidly followed. It does not take long 
to put a mark on the skin; neither does it take very 
long to excise it after the operator has established 
his technic. Each line must be followed with knife 
and scissors. The hardest areas to remove without 
taking out too much true skin are uniformly pig- 
mented areas. Fortunately many of these are not 
quite as deeply placed as the lines of the mark. The 
amount of adrenalin used in the novocain should be 
sufficient to produce complete blanching of the skin 
where pigment areas of any size must be taken out. 

These excisions should all be followed by the ap- 
plication of antiseptic dressings and care is to be taken 
to maintain asepsis until healing occurs. I have 
found the results very satisfactory. Of course 
sometimes the skin shows traces of scarring which 
will perhaps last indefinitely, although most cases 
clear up and the traces of the surgery can be found 
only by close observation. ; 
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SURGERY OF THE SYMPATHETIC 
SYSTEM 


Anatomically the sympathetic nervous system has 
been recognized since the time of Galen. The phy- 
siological function of this system was established by 
the epoch-making work of Gaskel and those who 
have followed him. Shortly after this fundamental 
work was done surgery of the sympathetic system 
was gradually undertaken, first by the Englishman 
Alexander, and later by Jaboulay. Suggested first 
in the therapy of epilepsy and angina pectoris, the 
indications for surgery on the sympathetic system 
have now multiplied themselves so as to include 
angina pectoris, thyroid disease, glaucoma, asthma, 
migraine, trigeminal neuralgia, spastic paralysis and 
various types of ulcers and gangrene of the extrem- 
ities. 

The procedures described vary from alcohol in- 
jections of the adventitia of the arteries to a resec- 
tion of a portion of the sympathetic cord. At pres- 
ent three main types of operations may be consider- 
ed: 1, the resection of a portion of the sympathetic 
cord as in the cervical sympathectomies for Base- 
dow’s disease and angina pectoris; 2, the sectioning 
of the rami communicantes as has been advocated 
recently by Royle and Hunter in the treatment of 
spastic diplegia; 3, periarterial sympathectomy as 
described by Lériche in the treatment particularly of 
affections of the extremities. 
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A great mass of literature has been accumulated, 
but as might be expected so early in the progress of 
the work the results are conflicting. Some point 
triumphantly to the results following cervical sym- 
pathectomy, while others point somewhat pessimisti- 
cally to the frequency with which recurrence of 
symptoms has been noted either late or early. Section 
of the rami communicantes in the treatment of spas- 
tic conditions of the extremities has been described 
only recently and while the results reported are ex- 
tremely encouraging, they can by no means be con- 
sidered final. Periarterial sympathectomy is even by 
its ardent advocates not considered as of more than 
transitory value. This was a priori to be expected, 
if it be remembered that the anatomical distribution 
of the sympathetic to the arteries of the extremities 
is segmental in character, and that the scope of any 
operation cannot in its nature extend beyond the 
denudation of two or three inches of the arterial 
wall. 

Much has been learned of the physiology of the 
sympatheticus as a result of the numerous operations 
performed ; but our knowledge is still very deficient. 
We do not know whether section of the sympathetic 
cuts sensory fibers only, or whether it interferes also 
with motor and trophic fibers. The work is encour- 
aging but must be carried on circumspectly with a 
careful consideration of the end-results—H. M. 


PERIDUODENITIS. 


How often is it the experience of the surgeon to 
perform a laparotomy in the expectation of finding 
an ulcer, only to be disappointed. The history is 
typical, the x-ray findings corroborative, but on 
operation a few adhesions, or a slight inflammation 
of the duodenum are all that reward even the most 
painstaking exploration. Since 1905 the presence 
of periduodenal adhesions has been alluded to, par- 
ticularly in the foreign literature. In the past few 
years, Duval, Grégoire and others in France, Moyni- 
han in England, and more recently Schoemaker of 
the Hague have described a clinical picture that is 
characterised by all the symptoms of an ulcer, but in 
which no ulcer is found. Microscopically, there is 
to be found even no inflammatory involvement of 
the wall of the duodenum and antral portion of the 
stomach. The lesion appears to be localized mainly 
in the serosa and is grossly characterized by a pecu- 
liar redness which has led Schoemaker to designate 
the condition as the “red stomach”. 

Peritoneal adhesions are usually found and they 
may or may not be associated with lesions of the 
gall-bladder or appendix. The periduodenitis des- 
cribed by Grégoire and later by Duval is character- 
ized by the presence of dense peritoneal bands with 
but slight redness of the duodenum and antral por- 
tion of the stomach. For the former condition gas- 
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trectomy has been performed with good results; for 
the latter, Duval advises duodeno-jejunostomy. 

Whether or not the so-called red stomach is the 
primary stage of the disease which terminates in the 
formation of periduodenal adhesions the evidence at 
hand is too meager to determine. If it be so, and 
as it seems reasonable to expect that this is the case, 
then the procedure of choice would be a duodeno- 
jejunostomy, rather than the more severe gastrec- 
tomy.—H. M. 


Progress in Surgery 


Selections trom Kecent Literature 


panniculitis: Its Signs and Treatment. WILLIAM BaIn, 
riarrogate. The British Medical Journal, March 7, 
1925. 

Pannieulitis can be defined as a chronic interstitial in- 
flammation of the fibrous tissue, the peripheral nerves, and 
blood vessels in panniculus adiposus. Stockman prefers 
“chronic subcutaneous fibrosis.” ‘:he condition 1s quite com- 
mon, and is not infrequently associated with fibrosis. 

Unquestionably imiection plays a part in the causation of 
some cases. ‘There is generally a history of gastro-intestinal 
uisturbance for months or years, and the exciting cause is 
usually a series of slight chills—not severe enough to con- 
une the patient to bed. Although this affection occurs 
frequently in patients with neurotic symptoms, the ques- 
tion arises whether the panniculitis is not the cause o1 the 
neurosis. In a certain number of cases there are no symp- 
toms referable to the nervous system. 

Bain has not met with a nodule in any case of uncom- 
plicated panniculitis, of which he has seen 86 cases during 
the last two years. 

Panniculitis occurs in small circumscribed patches, from 
about one to two inches in diameter. The seats of election 
are the supramammary regions in the female, the upper 
intercostal muscles (the left side being most frequently 
affected, and, if both sides are attacked, the left is generally 
the worse), the costal margins, the abdomen, and over the 
iascia lata. Very occasionally patches may be found in 
other localities, but, apart from the fascia lata, as a rule 
they are confined to the trunk. There is not much to be 
ielt. ‘he sensitive areas are generally smooth; when they 
are uneven they give the impression of a conglomeration 
of small shot-like particles. If pressure is applied per- 
pendicularly to the surface the’ tenderness is slight, but 
if applied from the circumference of the patch it is most 
marxed, The skin and subcutaneous tissue over a patch 
feels firmer and less elastic than normal tissues. 

The implication of the nerves produces the symptoms, 
which are aching pain in the affected part, tingling, stiff- 
ness after exertion, numbness, muscular lassitude, and often 
a distinct loss of energy. Sometimes in early cases the 
patient is not conscious ‘of any discomfort until the patch 
(or patches) is manipulated during an examination. The 
characteristic sign is the exquisite tenderness on picking up 
the sensitive part between the fingers. 

_ The first essential in treatment is to improve the diges- 
tion. Impress upon the patient the advisability of guard- 
ing against chills. If there is any septic focus it should 
be immediately dealt with. The best treatment for this 
affection is skilled massage It takes a few weeks before 
tx patches completely disappear. 


Multiple Lipomata. (La lipomatose discréte). M. Rocu 
and J. Mozer. Revue médicale de la Suisse Romande, 
March 10, 1925. 
The authors add two cases of their own and give a 
rather complete review of the literature on this interesting 

rare disease. The condition is characterized by the 
appearance, of 10 to 15 subcutaneous fat tumors situated 

Most frequently on the upper third of the arms and fore- 

arms about the trunk or the legs. It occurs most frequently 
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in males, is characterized by the appearance of small, 
flattened, globulated, discrete, painless, symetrically arranged 
tumors which seldom give any clinical symptoms. Neither 
syphilis nor tuberculosis seems to be a tactor in their de- 
velopment and there is a slight tendency toward hereditary 
influence. ‘Ihe condition is to be differentiated from ‘the 
various adeno-lipomatosis described by Dercum, Launois 
and Bensaude, cervical lipomatosis and Von Recklinghausen’s 
disease. No treatment is required. 


A Method for the Localization of Brain Tumors—The 
Pineal Shift. Howarp C. NarrFziGer, San Francisco. 
Surgery, Gynecology and Obstetrics, April, 1925. 

When the pineal gland is calcified (in about 50% of all! 
skulls), its position gives diagnostic information in cases 
with intracranial pressure. ‘The shaft has been found with 
urain tumors, brain abscess, and in certain cases ot brain 
swelling consequent upon a vascular block. 

A position of the pineal to the right of the mid-sagittal 
plane indicates a left sided lesion above the tentorium, A 
position of the pineal to the left of the mid-sagittal plane 
indicates a right sided lesion above the tentorium. A po- 
sition of the pineal in the mid-sagittal plane in the presence 
vf intracranial pressure indicates equal pressure on the two 
sides. In the chronic form of intracranial pressure as due 
to tumor or abscess this means internal hydrocephalus. 
‘ihis has been found occuring in lesions of the posterior 
fossa and distortion of the third and fourth ventricles. 


The Silent Antrum,. Wuttarp L. Burnap, Fergus Falls, 
Minn. Minnesota Medicine, April, 1925. 

Acute and chronic infections of the maxillary antrum 
are common. 

A very small percentage of antral infections are 
diagnosed early; most remain for years, and many are 
carried to the grave. Some or all classical symptoms 
may be absent. Most antral infections will be found 
only by hunting for them. When drainage and ventila- 
tion are provided the mucosa rapidly returns to normal 
in acute cases, and ultimately in most chronic cases. 
When permanent intranasal drainage is established, few 
or no subsequent treatments are necessary. 

Radical operations are never necessary in acute in- 
fections and rarely in the chronic infections. 


Retropharyngeal Lymphadenitis in Infancy and Early 

Childhood. Starrorp McLean, New York, and FRep- 

ERICK H. von Hore, South Orange, N. J. The Amer- 
ican Journal of the Medical Sciences, April, 1925. 

Retropharyngeal lymphadenitis is readily recognized in 
most instances, but the diagnosis is often delayed even until 
the onset of alarming symptoms. It is reasonable to sup- 
pose that the retropharyngeal lymph glands may become 
infected and enlarge as frequently as the glands of the 
cervical chain, suppurating in only a small percentage of 
cases, 

In a group of 72 cases of retropharyngeal lymphadenitis 
in infants and young children on which the end-results are 
known, including those that subsided spontaneously, those 
that broke down and ruptured spontaneously, and those that 
were incised, the mortality was 9.7 %. If the 7 non- 
suppurating cases are excluded the mortality rate was 10.7%, 
which approximates the mortality rates reported by others. 


The Incidence of Infections in Tonsillectomized Chil- 
dren. Apert D. Kaiser, Rochester, N. Y. New 
York State Journal of Medicine, March 20, 1925. 

An attempt was made in this study to determine whether 
tonsillectomy protects a child from the common infections. 
The average operated case has been compared with the 
same type of child who was denied operation. Based on 
the data collected, Kaiser concludes that tonsillectomy : 

(1) offers great relief from attacks of sore throat and 
tonsillitis; (2) offers considerable relief to the child sub- 
ject to head colds, especially where much adenoid tissue 
is present; (3) will lessen the chances for glandular in- 
fection, but is no guarantee against it nor does it assure 
the immediate disappearance of large glands; (4) lessens 
the chance for ear infections, but they do occur frequently 
in spite of it; (5) does not influence favorably or un- 
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favorably infections of the larynx, bronchi and lungs, as 
they occur in both groups. (6). does not prevent scarlet 
fever or measles, but may influence the severity of the in- 
fection; (7) seems to lessen the incidence of diptheria by 
removing tertile soil for the diptheria bacillus; (8) has not 
influenced the incidence of chorea or rheumatism; (9) has 
shown a lessened incidence of heart disease over a period 
of three years. 


New Thoracoplastic Procedure for Pulmonary Tuber- 
culosis to lLessen Incidence of Post-Operative 
Pneumonia. JoHN ALEXANDER, Saranac Lake, N. Y. 
Annals of Surgery, April, 1925. 

The high incidence of tuberculous pneumonia fol- 
lowing resection of the lower ribs is due principally to 
impairment of the function of expectoration. Substitu- 
tion of radical phrenicotomy for resection of the lower 
ribs, as the first operation to be performed, will prob- 
ably lessen the danger of post-operative pneumonia as 
well’ as reduce the frequency with which fresh small 
tuberculous lesions develop in the unoperated lung. 

In cases in which there is little or no clinical tuber- 
culosis in the lower lung and in which the diaphragm 
rises well into the chest after phrenicotomy, resection of 
only the upper seven ribs has important advantages over 
the one-stage or two-stage thoracoplasty of the ribs 
XI to I, which is now in general use. The combination 
of primary radical phrenicotomy and secondary resec- 
tion of the upper seven ribs is worthy of extensive trial 
in such cases. When the lower lung contains more than 
a few tuberculous lesions, or when the diaphragm rises 
only a little into the chest after phrenicotomy, the lower 
ribs should be resected as the third stage of the opera- 
tion. 


Massive Pulmonary Collapse. A. Bertram Soxtau, Ply- 
mouth. The British Medical Journal, March 21, 1925. 

The most common condition to find is massive collapse 
involving the whole of the lower lobe. More rarely the 
whole of the lung may be involved, and very occasionally 
the upper lobe alone is affected. In cases where a part 
only ot the lower lobe is collapsed a wedge-shaped aera 
with the base downwards will be found, giving the charac- 
teristic signs. Collapse may be homolateral, or, in cases of 
injury, contralateral. In civil practice collapse following 
surgical operations most commonly affects one base only, 
but it may be bilateral, each side becoming involved suc- 
cessively or simultaneously. 

The sign-complex is a retracted immobile chest with rais- 
ed diaphragm, dull on percussion, and exhibiting neither 
breath sounds nor vocal resonance, and with the heart dis- 
placed towards the dullness. In the second stage there is a 
dramatic alteration. The percussion note is still dull, but 
the breath sounds are tubular or amphoric, and vocal reson- 
ance is greatly increased. Ventilation is commencing and 
the bronchial respiration becomes audible. 

The clinical picture resembles a pneumonic consolidation, 
except for the shape of the chest and the position of the 
apex. 


Pancreatico-Aortic Syndrome. (Le syndrome  pancréa- 
tico-aortique). GrorGes bickEL, S. KATZENELLEBOGEN 
and J. Mozer. Geneva. stevue médicale de la Suisse 
Romande, March 10, 1925. 

The authors call attention to the fact that carcinomata 
of the pancreas are to be diagnosed mainly by the symptoms 
of rapid wasting and occasionally the presence of a tumor. 
Localization of the site of the tumur can be undertaken 
vlly Wien pressure symptoms are present. Thus carcinomata 
at the head of the pancreas are betrayed by the presence 
of bile stasis and the development of a severe icterus con- 
sequent on the obstruction to the biliary passages. In car- 
cinomata involving the body of the pancreas, the diagnosis 
may be established by the early appearance of what the 
auihor calls a paucreatico-aortic syndrome: the appearance 
of severe lancinating pain, localized in the mid-epigastrium 
and radiating irregularly over the abdomen and toward 
the shoulders, and the presence of a systolic murmur heard 
directly over the tumor. These symptoms are occasioned 
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by compression between the tumor and the vertebral column 
of the celiac. plexus in the first instance, and, the abdominal 
aorta in the second. Because of the presence of the loud 
systolic murmur and psuedo-pulsation of the tumor, the 
diagnosis of abdominal aneurysm is invariably made in such 
cases. However, the severe cachexia and wasting oi the 
patient should serve as a differentiating point. 


The Clinical Application of Recent Studies in Jaundice, 
SAMUEL C. Harvey, New Haven, Conn. The Boston 
Medical and Surgical Journal, March 19, 1925. 

The icteric index of the serum is determined by the 
Maue modification of the Meulengracht quantitative test 
as follows: 

Approximately 5 c.c. of blood are withdrawn from the 
vein. his is allowed to clot and then it is loosely separated 
from the wall of the test tube and the blood centrifugalized. 
ihe serum is compared in a colorimeter against a standard 
potassium chromate solution of a strength of 1-10,000. The 
quotient obtained by dividing the reading of the standard 
by the reading of the unknown gives the icteric index. Any 
reading above 18 represents a definite hyperbilirubinemia, 

lt is apparent that the simple determination of an icteric 
index alone, by what is a relatively rough method, affords 
considerable information. It enables one to detect the 
latent type of jaundice, and leads one, even without a great 
rise in the index, to suspect a liver injury in instances 
where it would be otherwise overlooked. It is also of 
definite value in the prognosis in patients suffering from 
acute infectious disease, such as pneumonia, where an ele- 
vated index suggests an unfavorable outcome. It is of par- 
ticular value to the surgeon in differentiating between dis- 
ease of the liver and bile ducts and disease of the stomach, 
duodenum, appendix, etc. It is also of considerable help in 
following the progress of an outspoken jaundice, as the in- 
crease or decrease of the bilirubin in the blood serum can 
ve determined some time before the changes in the urine 
and tissues are very apparent. 


Pathological Changes on the Liver Edge. (Ubera dus 
pathologische Verdnderungen am Leberrand). FRanz 
Metzer, Innsbruck. Archiv fiir klinische Chirurgie, 
March 12, 1925. 

In view of the frequent performance of biopsy of liver 
tissue taken at the time of operation on the bile system with 
the intent of determining intra-hepatic pathologic changes, 
the author calls attention to the fact that only in children 
is the histologic picture of the material so obtained indica- 
tive of the true hepatic condition. In adults and in elderly 
individuals the possibility of localized pathological changes 
at the liver edge must be considered before any judgment 
as to the true hepatic picture is formed. 


Operative Shock and Anesthesia in Gastric Surgery. 
(Vu Choc opératoire et de lanesthésie en chirurgie 
gastrique). R. Simon and M. Strassburg. 
Révue de Chirurgie, No. 2, 1925. 

The authors have correlated the clinical experience with 
extensive laboratory experiments in gastric surgery. They 
have shown with appropriate controls, that in any operation 
there is at first a tendency toward hypertension which is 
occasioned by the incision of the skin and is a reflex due 
to pain. Following the opening of the abdomen there is a 
gradual and progressive decrease in tension which is due 
to opening of the peritoneum, and cooling of the peritoneal 
contents, and is probably caused by a splanchnic vaso- 
dilating mechanism. Traction on any of the intraperitoneal 
organs is followed by an abrupt fall in blood pressure which 
varies directly with the amount of traction exerted and 
inversely with the surface area of the pedicle by which the 
organ is attached. General anesthesia appears to eliminate 
almost completely the effect of traction of pedunculated 
organs on the blood pressure. Under local anesthesia in- 
filtration of the mesenteric attachment of the organ seems 
to exert the same beneficial influence. Neither of these 
anesthetics has any influence whatsoever on the preliminary 
fall in blood pressure due to opening of the peritoneum. 
Shock and arterial hypotension are less the deeper the gen- 
eral anesthesia, and the smoother it is conducted. 
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A Contribution to Gastric Surgery. (Ein Beitrag zur 
Magenchirurgie). Ep. Bircretp. Chemnitz. Archiv 
fiir klinische Chirurgie. January 26, 1925. 

In a very comprehensive article embracing the gastric 
surgery performed at the City Hospital in Chemnitz be- 
tween 1907 and 1922, the author reviews the various types 
of operative procedures and their immediate and subsequent 
results. As a consequence of his summary he comes to the 
conclusions that in malignant disease of the stomach the 
only types of operation to be performed is a radical resec- 
tion. That their cures do not total more than 9.4% is due 
to the fact that the patients come rather late in the course 
of the disease. However, as compared with those patients 
in whom only a palliative gastro-enterostomy was performed 
the radical procedure gave a much increased life expectancy. 

In the consideration of ulcer of the stomach the author 
goes at some length into a consideration of the various 
suggestive procedures. The different types of gastro- 
enterostomy are to be employed only as. emergency pro- 
cedures in cases where radical resection is contra-indicated 
by the condition of the patient. Excision of the ulcer is to 
be used as an auxiliary measure only in cases of ulcer of 
the fundas where a radical pyloric resection is at the same 
time undertaken. Pyloric exclusion is advised against be- 
cause of the frequent occurrence of post-operative jejunal 
ulcers. The operation of choice in which they have achieved 
over 90% of cures has been the radical resection of the 
pylorus and. the antral portion of the stomach with a 
side-to-end anastomosis as described by Reichel. 


Diverticulum of the Duodenum.. P. F. Butter and Max 
Ritvo, Boston. The Boston Medical and Surgical 
Journal, April 9, 1925. 

Diverticulum of the duodenum is not infrequently 
the cause of severe abdominal symptoms. It may be 
congenital or acquired. It occurs most commonly at 
the second portion, although it may arise from any 
part and any surface of the duodenum. It may be 
present throughout life without giving rise to symptoms. 

Symptoms, often severe, result from the retention 
of food or foreign bodies, inflammation of the sac and 
surrounding structures, or distension of the pouch. 

Clinical diagnosis is practically impossible because 
of the indefiniteness and variability of the symptoms. 
The Roentgen examination makes the _ diagnosis; 
fluoroscopy is essential. 

The treatment is surgical if the symptoms are severe; 
otherwise, no therapy is indicated. 


Post-Operative Jejunal Ulcer. (Uber das post-operative 
Jejunalulcus). Otto Curart, Innsbruck, Archiv 
fiir klinische Chirurgie, March 12, 1925. 

Chiari has made studies of a large number of gastro- 
enterostomy wounds both with and without jejunal ulcers. 
He has observed the more frequent occurrence of such 
ulcers along the mesenteric border. In the neighborhood of 
gastro-enterostomy wounds the author has seen histologic 
evidence of scar formation in the submucosa, imperfect re- 
generation in the mucosa associated with degenerative 
changes and superficial erosion formation. This he con- 
siders as locus minoris resistentiae which with the super- 
added bacterial and chemical irritation may be sufficient 
for the formation of a jejunal ulcer. 


Significance of Ulcer-Carcinoma of the Stomach in the 
Treatment of Gastric Ulcer, (Die Bedeutung des 
Ulkusarsinoms des Magens fur die Indikationsstellung 
bei der Behandlung des Magengeschwiirs). Hans 
Finsterer, Vienna. Wiener klinische Wochenscrift, 
March 12, 1925. 

In the first of two clinical articles on the proper treat- 
ment of gastric ulcer, Finsterer attacks the problem from 
the point of view of the pathological consequences of the 
development of an ulcer rather than from the point of 
view of operative technic. He opposes the argument of 
Aschoff that gastric carcinoma arising on ulcer basis is 
a rarity, and calls to witness the statistics of the Mayos and 
other American and foreign clinics, to the effect that gas- 
tric carcinoma is a rather frequent complication of ulcer. 
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The statistics offered are ctriticised because they present 
only a partial picture of the true situation and are con- 
sequently liable to misinterpretation. Still, Finsterer’s sta- 
tistics based on 145 gastric restrictions for ulcer of the 
stomach show 21.4% of cases in which clinically diagnosed 
ulcers were found to be histologically carcinomata. He 
contends therefore, that in view of this high percentage 
of carcinomatous degeneration of ulcer the only rational 
treatment consists in a radical resection of the stomach. 


Acute Intestinal Obstruction. W. H. Howe tt, Altoona, 
Pa. The Atlantic Medical Journal, April, 1925. 

In the treatment of acute obstruction Howell empha- 
sizes the value of an enterostomy high up in the je- 
junum, where the most toxic material seems to be gen- 
erated, and the artificial raising of the normal chlorides 
of the blood by subcutaneous administration of salt 
solution. 


Facts Every Doctor Should Know About the Mortality 
in Appendicitis. A. Murat Writis, Richmond, Va. 
Virginia Medical Monthly, April. 1025. 

It is appalling that the annual deaths from appendi- 
citis equal all from salpingitis, pelvis abscess, surgical 
diseases of the pancreas, spleen, thyroid, gall-stones, 
and ectopic pregnancy. The annual toll taken by ap- 
pendicitis almost equals the combined total of intestinal 
obstruction, gall-stones, and gastric and duodenal ulcer. 

If just a small fraction of the publicity that has been 
given cancer, tuberculosis and crippled children had 
been given to this subject the benefits would be propor- 
tionately as great. 


The Left Sided Abdominal Abscess as a Complication 
of Appendicitis. Cart NATHER and ALTon OCHSNER, 
Chicago. Surgery, Gynecology and Obstetrics, April, 


1925. 

The left sided intra-abdominal abscess represents a typical 
complication of both the conservatively and the radically 
treated cases of appendicitis. It results either from direct 
communication with the diseased appendix or from prim- 
arilv or secondarily infected exudate collections. 

Two forms of left sided abdominal abscess are found. 
a superior and inferior. The latter is to be differentiated 
from pelvic abscesses. The clinical symptoms are similar 
to those characteristic of any other intra-abdominal abscess. 
Children are especially subject to this complication follow- 
ing appendicitis. 

Treatment is at first conservative which is sufficient for 
a certain percentage of cases. If no good results are obtained 
hv conservative methods of treatment, however, incision 
is indicated. If the patient’s condition permits, it is advis- 
able to await the approach of the abscess to the anterior 
abdominal wall, which occurs in the majority of cases. 


The Fate of the Sutures as Observed in Intestinal 
Anastomosis and in the Healing of Wounds. Frep- 
ERICK Leet REICHERT and Horman, Baltimore. 
Bulletin of the Johns Hopkins Hospital, March, 1025. 

Silk sutures employed in intestinal anastomosis migrate 
either to the peritoneal surface and are covered only by a 
transparent layer of endothelial cells, or to the lumen of 
the bowel, into which they eventually drop off and are lost. 
When the sutures do not enter the mucosa they migrate 
toward the peritoneum. If the mucosa is pierced they slough 
into the lumen. The presence or absence of infection along 
the stitch determines in which direction the sutures will 
travel. 

Absorbable material would seem to be superior when 
through-and-through sutures are required. 

The flange of inturned bowel soon disappears when 
trauma or soiling does not complicate; but persists. with 
long delayed fibrous healing when either or both of these 
factors are added. The degree of omental adhesions at the 
site of anastomosis is also dependable upon trauma and 
soiling. No difference was noted in the healing about a 
lateral anastomosis when a single row of interrupted mat- 
tress silk sutures or a double row of continuous catgut 
sutures was used. 
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Sutures used in the closure of abdominal wounds, 
when applied so as to constrict the tissues which 
are included, invariably produce defects in the anterior 
sheath. Sutures applied so loosely as just to approximate 
the edges of the wound did not injure the tissues. The 
vertical figure-of-eight suture is better than the horizontal 
ficure-of-eitht. Simple vertical sutures are as efficient 
as the vertical figure-of-eight suture. The results empha- 
size the importance of gentleness and care in handling 
tissues. 


Strangulated Epigastric Hernia. (La Hernie épigastrique 
étranglée). L. Masse, Bordeaux. Revue de Chirurgie, 
No. 2, 1925. 

While epigastric hernias are frequently irreducible they 
are seldom strangulated. In all, fourteen cases, including 
one here reported, have been collected from the literature. 
The symptomatology is in general that of an ordinary 
strangulated hernia except that there is frequently a history 
of numerous attacks of pain, slight increase in the size of 
the tumor, temporary reducibility and only rarely vomiting. 
The treatment consists in the usual reduction and repair 
of the hernia. 


Is there an Essential Hematuria? (Gibt es eine essen- 
tielle Hamaturie?) Kart and 
Kiose, Frankfurt a/M. Archiv fiir klinische Chir- 
urgie, February 28, 1925. 

The authors hring elaborate evidence to prove that so- 
called essential hematuria does not exist as a clinical entity. 
There is always to be found some pathological focus either 
in the kidney parenchyma or in the pelvis. Hemorrhages 
from the parenchyma occur either from the glomeruli, the 
interstitial vessels or on the basis of a chronic focal neph- 
ritis. Hemorrhage from the kidney pelvis occurs from the 
subepithelial lymph nodules in pyelitis nodularis. Mechanical 
disturbances of the blood supply of the kidney may occur 
through venous compression. Renal hemorrhage may occur 
in hemophiliacs, but a localized hemophilia of the kidney 
can not be substantiated as a cause of kidney bleeding. 
Conservative therapy; pelvic irrigations with silver nitrate 
in cases of bleeding from the pelvis and decapsulation in 
cases of parenchyma bleeding, are to instituted before re- 
sorting to nephrectomy. Primary nephrectomy is indicated 
only as an emergency measure in cases of severe hemorr- 
hage threatening life. 


Anuria Following Transfusion. Effects of Decapsulation 
of Both Kidnevs. Frepertck W. BAncrort, New York. 
Annals of Surgery, April, 1925. 

Bancroft reviews the few recorded cases of anuria fol- 
lowing transfusion and reports such a case in which the 
anuria lasted 9 davs and was promptly relieved by decapsula- 
tion of both kidneys. 


Surgical Injuries of the Ureter. P. Brooke BLanp, Phil- 
adelphia. _ Medical Journal and Record, April 1, 1025. 

Ureteral damage is a surgical complication of magnitude 
and more frequent than generally is assumed. No doubt 
a certain number of ligations occur that are never recogniz- 
ed and do not provoke symptoms, though kidney destruction 
results inevitably. 

Damage to the ureter may be inflicted in any section of 
the tube from its renal origin to the vesico-ureteral union, 
though the cervicovesical section is the most frequent site 
of injury. 

Ureteral damage may he inflicted during the performance 
of a wide range of surgical operations. It is most likely to 
secur during the course of hysterectomy, especially the rad- 
ical abdominal operation for uterine cancer. Extensive pel- 
vic operations other than hysterectomy may be responsible, 
esnecially those for intraligamentary neoplasms. 

In most cases the injury is unilateral. In a certain num- 
ber of cases both sides are affected, the proportion being ap- 
nroximately six to one. Damage occurs with almost equal 
frequency unon the two sides. In 361 cases, the right side 
was affected 132 times and the left side 132 times. In 97 
cases the side affected was not indicated. 

As a surgical complication, ureteral damage is responsible 
for a certain number of deaths, showing a mortality of bi- 
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lateral cases of 33.3% and in unilateral cases a mortality of 
18.8%. 

Irrespective of the mortality entailed, ureteral injury is 
associated with serious local results both immediate and re. 
mote, immediate in the formation of urinary fistule (24%) 
remote in causing inevitable renal destruction. 


Stricture of the Ureter. Winrietp Scorr PucuH, New 
York. Annals of Surgery, April, 1925. 

Stricture of the ureter is a definite pathological 
entity. It occurs mostly between twenty and forty years 
of age. It constitutes about 10% of the upper urinary 
lesions. It is not purely a focal infection, but is due 
to extension of disease by continuity as well. It is 
more commonly a gonorrheal process than is generally 
supposed and its pathology is somewhat similar to 
urethral lesions. Symptoms are largely local. Diagnosis 
may be made certain chiefly by history and -+-ray, aided 
by ureteral bougie. Treatment is limited to dilatation, 


Use of Indwelling Catheter to Induce Passage of Ure. 
teral Stones. Epwrin Beer and Leo J. Haun, New 
York. The-Journal of the A.M.A., April 4, 1925. 

Beer and Hahn call attention once more to a method 
which they believe should be used more often in cases of 
small calculi lying in the lower half of the ureter. This 
consists simply in passing a catheter beyond the stone and 
allowing it to remain there for from two to five days. This 
procedure may result in the passage of the calculus within 

a few hours after the withdrawal of the catheter. The 

mechanism is not clear. Perhaps the edema of the mucous 

membrane which holds the stone is allowed to subside; per- 
haps some traction on and dislocation of the stone are caus- 
ed by withdrawal of the catheter; perhaps dilatation of the 
ureter is the chief factor. Out of twenty-two cases, proba- 
bly fourteen successful deliveries were obtained (60 per 
cent.). The method is simple and apparently without danger. 


Epididymectomy. Scotr PucH, New York. 
The Urologic and Cutaneous Review, April, 1925. 

Pugh describes the technic of epididymectomy and anas- 
tomosis of the vas and testicle. It is readily performed 
under local anesthesia. Anastomosis is utilized only where 
the vas is patent. Anastomosis should not be attempted in 
tubercular processes, but an epididymectomy and high re- 
moval of the vas performed. The epididymis should al- 
ways be removed in chronic epididymitis with frequent re- 
currence. 


Hypertrophy of the Prostate and Radium. (Hypertrophic 
de la Prostate et Radium). Dr. Kocan. Journal d’Uro- 
logie, January, 1925. 

The author reports six types of cases in which radium 
was used for hypertrophy of the prostate, with good re- 
sults. In three, micturition became normal; in one, there was 
a marked amelioration of the symptoms over a period of 
three years: and, in two, there was only incomplete sub- 
sidence of symptoms. The radium may be brought into 
contact with the prostate by either the urethral or rectal 
route. In the urethral route, the author has devised a 
urethral catheter which consists of two portions, of whi 
the ordinary urethral catheter constitutes the upper por- 
tion while a fenestrated chamber for the reception of the 
radium constitutes the lower portion. In this way, us 
as a permanent catheter, the radium is applied without in- 
terfering with the voiding of urine. The author points out 
that should this procedure prove inefficacious the oper- 
ability of the patient is in no wise interfered with, and 
the operation in no wise rendered no more difficult. 


The Treatment of Chronic Gonorrhea in Women with 
the Electric Cautery. H. W. Snutrer, Milwaukee. 
Surgery, Gynecology and Obstetrics, April, 1925. 

The application of the cautery to the canal of the cervix 
is seldom painful and is usually done without anesthesia. 

A small nasal tip cautery is introduced into the cervix as 

far as the internal os, the current is then connected, a 

the tip is gradually drawn outward. One or two su 

strips are made at a time, an effort being made to connne 
the application to one or two sides of the canal. Little or 
no pain is felt unless the heated instrument comes in cof- 
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tact with the vaginal mucous membrane. The extent of the 
cauterization at any one time depends on the ease with 
which it is borne by the patient, the chronicity of the 
infection, and the relation of the time of treatment to 
the menstrual cycle. From two to four treatments at in- 
tervals of from 10 days to 2 weeks are usually given. This 
repeated application of heat in the canal is a factor in the 
result as it kills the bacteria in the glands. Nabothian 
follicles and erosions respond rapidly to treatment. 


Chronic Endocervicitis; Its Clinical Importance and Re- 
sults from Treatment with the Electric Cautery. 
Cart Henry Davis, Milwaukee. Surgery, Gynecology 
and Obstetrics, April, 1925. 

The types of treatment which are effective for the chronic 
cendition may cause serious complications if used during 
the acute or subacute stage of the infection. A 3 to 5% 
solution of mercurochrome may be applied locally during 
pregnancy and the puerperium as well as for the acute con- 
ditions in other women. 

In 155 consecutive cases of endocervicitis treated by other 
‘1 Incal applications, 18 had a cervical operation, 31 were 
cauterized under anesthesia at the hospital and 106 without 
anesthesia at the office. The condition has been improved 
in every case and healing occurred usually in about 6 weeks. 
A few patients require subseauent cauterization. In two 
cases the cervical leucorrhea while improved is not entirely 
relieved. 

The tyne of treatment must be varied according to the 
extent of the lesion, the age of the patient, the nature 
of the infection, and the associated pathology. In most 
cases the chronically infected tissue must be surgically re- 
moved, or destroyed through the use of radium or electric 
cautery. It is believed that electric cauterization with a 
light cauter> tip is the method of choice in most cases 
which have no other indication for surgery. 


Gout: Laboratory Considerations With Particular 
Reference to the Clinical Value of Roentgenological 
and Hematological Examinations. HERMAN 
Puitips, MAurice M. PoMERANz and Juttus Pincus, 
New York. The Journal of Radiology, March, 1925. 

Huber reported the presence of multiple circular 
areas of destruction in the small bones of the hands 
and feet—sodium biurate, which in his opinion had re- 
placed the normal calcium phosphate of the bone. 

Bone and joint changes of gout occur insidiously, 
similar to tophi. They may occur without severe symp- 
toms in any or all stages of development, nothwithstand- 
ine destructive bone and joint changes. 

Roentgenological manifestations of gout must be re- 
garded as indications of gouty diathesis. They are 
frequently symptomless, but subject to acute exacerba- 
tions and complications. 

Gout not infrequently affects the large joints not- 
withstanding reports to the contrary. In this series, 3% 
were on the hips and 10% of the shoulders. 

The activity of gouty osteoarthritis is determined 
roentgenologically by a thickening of the synovial 
membrane and of the capsular and periarticular struc- 
tures. with a relative degree of osteoporosis of the adjoin- 
ing bones. 

The activity of goutv osteoarthritis is determined by 
blood examination. Positive roentgen findings with 
hyperuricemia in the absence of increased nonprotein 
nitrogen and urea nitrogen indicates active gout. 

Clinical goutv osteoarthritis in an initial attack may 
be Present with a typical blood picture. without char- 
acteristic roentgenological appearances. The roentgeno- 
grams in these cases show onlv the presence of synovial 
and periarticular thickening, inasmuch as no destruc- 
tive changes have taken place from deposits from sodium 
bivrate crystals, 

Definite roentgenological diagnosis of chronic gout 
can be made, and substantiated in most cases with a 
Corresponding high uricemia. When the blood examina- 
tion shows a low uric acid content. the gouty condition 
must be regarded as inactive and quiescent, or more 
simoly as indicators of gouty diathesis. 

Kalkgicht,” rare and atypical gout, is the result of 


PROGRESS IN SURGERY 


AMERICAN 
JouRNAL OF SURGERY 127 : 


a disturbed calcium metabolism and not true gout, per se. 


Bone Tumors. Barney Brooks, St. Louis, Mo. South- 
ern Medical Journal, April, 1925. 


Brooks reports eight cases from the study of these 


.and others not included in this report, he concludes: 


(1) For practical purposes all sarcomata of bone 
may be divided into two groups. In one the tumor 
forms metastases and in the other no distant metastases 
occur. 

(2) There is at the present time no hope of cure 
in the first group, while all cases of the second group 
are cured by any means of removal of the tumor tissue. 

(3) The clinical differentiation of these two groups 
is difficult and often impossible. 

(4) Bone.tumors may be as effectively cured by com- 
plete local excision as by radical amputation. 

(5) Exploratory incision for diagnosis or local opera- 
tive removal does not influence the ultimate prognosis 
of the disease. 

(6) Every means available including exploratory 
incision and removal of tissues for microscopical diag- 
nosis should be instituted to determine if the bone 
tumor is of the metastasizing or not. 

) In a given case, therefore, of sarcoma of bone 
local excision or amputation is to be chosen according 
to which gives the best immediate functional result. 


Kienbich’s Disease of the Semilunar Bone. Ratpx Gorr- 
sMITH, Philadelphia. Annals of Surgery, April, 1025. 
Kienbéch’s disease of the similunar bone, or trau- 
matic nutritional disturbance with atrophy, with or with- 
out fracture, is occasionally overlooked or diagnosed 
sprain or “rheumatism.” The lesion may occur as the 
result of severe trauma, oft-repeated minimal traumata, 
or possibly from anatomical malformation. The symp- 
toms are wrist-joint disability, local pain and tender- 
ness, and sometimes retraction of the head of the 
third metacarpal bone. The diagnosis is best made by 
the x-ray. Treatment is conservative in the early stage, 
operative in older cases. Prognosis for complete return 
of function is not good. The literature is reviewed and 
three cases are reported. 


Fasciotomy. Clinic of Jonn J. Moorneap, New York. 
Surgical Clinics of North America, Vol. 5, No. I, 1925. 
In this “Clinic” Moorhead presents two cases in which 
he had performed the operation of “fasciotomy” for stiff- 
ness of the knee following fracture of the femur. The 
operation consists of a series of vertical incisions 1 to 1% 
inches long on the outer side of the thigh through which 
the fascia lata is cut transversely with a tenatome, immed- 
iately following which there is a slight increase in the 
range of knee flexion. The operation is proposed for cases 
a bony ankylosis in which physiotherapy is insuf- 
cient. 


Subcapital Fractures of the Femur. (Die Subkapitale 
Femurfraktur des Menschen). Ruvotr Bonn, Frank- 
furt. Archi fiir klinische Chirurgie, February 28, 


1925. 

A careful histologic study of femur fractures at inter- 
vals varying from four days up to two and a half years has 
led the author to divide these fractures into three general 
types: the first, in which the ligamentum teres and a por- 
tion of the capsule are retained. a second in which the liga- 
mentum teres remains intact but the whole of the cap- 
sule is torn and the third in which the ligamentum teres 


and the capsule are both torn. In these different groups 
the author has found that as long as the anterior part of 
the capsule remains intact total necrosis of the head does 
not occur. Total necrosis of the head does not preclude 
the possibility of bony union though it constitutes a 
severe hindrance and almost invariably results subsequently 
in a severe arthritis deformans. The importance of the cap- 
sule lies in the fact that the arterial supply to the head 
enters the bone mainly from this surface. A tearing of 
the posterior capsule is of consequence because by its 
interposition between the fractured ends it prevents the 
formation of the normal medullary callus and leads to 
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psuedo-arthrosis. Bony union of a fracture of the neck of 
the femur occurs only as a result of the formation of the 
medullary callus and to insure such formation the bone 
ends must be in perfect apposition. 

From these histologic studies the author concludes that 
the extension and abduction method of treatment is in- 
adequate because it does not permit of exact apposition 
of bone ends. The various pegging operations are to be 
condemned because they destroy the spongeosa and inter- 
fere with the development of the normal medullary callus. 
In Bonn’s opinion the method of choice is immediate arthro- 


tomy with attempted exact reposition of the fragments, 


or failing in this, a removal of the head. 


Hematogenous Osteomyelitis. Freperic W. ‘BANcrort, 
New York. The Surgical Clinics of North America, 
Vol. 5, No. 1, 1925. 

Bancroft emphasizes the importance of the early recogni- 
tion of and early operation upon acute osteomyelitis. His 
procedure is to expose the metaphysis and open the sub- 
periosteal abscess; then, with a brace and bit drill into the 
medullary cavity. If the case is operated on soon after 
the onset, and only blood and broken-down fat globules 
escape, this is all he does. If, however, pus escapes through 
the holes, the cortex is removed for a distance of some 2 
to 7 cm., allowing adequate surgical drainage. No curettage 
is performed, nor is packing inserted into the canal. He 
places Carrel tubes in the region of the bone, but not 
in the canal, in such a manner that the Dakin solution tends 
to fill the canal. 
dressings, and one must be constantly on the lookout for 
secondary foci. Bancroft found that most cases of osteo- 
myelitis of the lower end of the femur or the upper end of 
the tibia form secondary abscesses in the popliteal space. 
It has therefore been his custom at the preliminary opera- 
tion to counterdrain through this area. 


BOOK REVIEWS 


Great care must be exercised in later . 


Book Reviews 


Gynecology With Obstetrics. A Text Book for Student: 
and Practitioners. By S. Farrparrn, M.A., 
B.M., (Oxon.), F.R.C.P. (Lonp.), F.R.C.S. 
(Enc.) Obstetric Physician, St. Thomas’ Hospital; 
Lecturer on Midwifery and the Diseases of Women, 
St. Thomas’ Hospital Medical School; Consulting Physi- 
cian, General Lying-in Hospital; etc. Octavo; 769 
pages; 129 Illustrations. New York: Humpurey Mir- 
FORD, OxForp UNIversity Press, 1924. 

The volume is devoted largely to a consideration of obstet- 
rical procedure. A moderate amount of gynecology is added. 
The result is that there is too little gynecology discussed 
to consider the volume a gynecological textbook, and much 
more than should he included in textbook on obstetrics. 
Such an arrangement is justifiable only if the practitioner, 
to whom the book is dedicated, already has one book and 
does not intend to overburden his library with the purchase 
of two more. The book is, however, fairly well written 
and illustrated. 


Basal Metabolism in Health and Disease: By Evucene F. 
DuBots, M.D., Medical Director, Russell Sage In- 
stitute of Pathology; Associate Professor of Medicine, 
Cornell University Medical College. Octavo; 372 pages; 
79 engravings. Philadelphia and New York: Lea & 
FEBIGER, 1924. 

No one is more competent to speak on the subject of 
basal metabolism than DuBois. It is largely through his 
efforts that this test has been made a practical and routine 
procedure. In this book he has summarized admirably our 
present knowledge of metabolism in health and disease. 
The chapters on metabolism in disease are especially timely, 
for the significance and diagnostic value of few tests have 
been so misconstrued as has that of basal metabolism. This 
is especially true in relation to the subject of thyroid disease. 
More or less sharp distinctions have been attempted in the 
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differentiation of various thyroid maladies by the presence 
or absence of elevation of the basal metabolism which are 
not justified on the basis of clinical observation. Indeed, 
throughout this work DuBois emphasizes the necessity of 
clinical observation in combination with the test. The 
text throughout reveals a fine critique. The author knows 
his literature well and has separated the wheat from the 
chaff. lt is the kind of book one likes to have on one’s 
shelves. 


Medical Education. A Comparative. Study. By Asra- 
HAM FLEXNER. Octavo; 334 pages. New York. Tue 
CoMPANY, 1925. 

A scholarly and philosophic survey of medical education 
is this book. The doctor in all his variety and in all that 
goes to making him .is its subject. It is instructive for 
everyone in connection with either medicine or education 
to learn the great variety of procedure adopted in the 
making of physicians, This book should be in the library 
of every medical college and every preparatory school -so 
that future: physicians may learn: the history and tenden- 
cies of the science. It may by its very idealism keep some 
away but it will also attract others more desirable to the 
discipline. 

Professor Flexner sees clearly some of the unfortunate 
tendencies in. our modern American life and we quote 
purposely at length this statement: 

“As far as possible into. adolescence, all children are as- 
suredly entitled to the untrammeled development of their 
faculties, in order that, to the extent. of their capacity and 
irrespective of social and economic accident, they may 
participate in the enjoyment of the cultural heritage of 
humanity. . This is best for them as persons. The social 
loss is more lamentable than. the individual’s own loss, if 
the development of an able- youth is frustrated for no bet- 
ter reason than that he comes of “the wrong people.” On 
the other hand, a serious and general social loss is also 
incurred, if superior opportunities are lavished upon the 
stupid or indolent, for no better reason than that they are 
of ‘the right sort.” 

Flexner has been accused of emphasizing the laboratory 
end of clinical medicine. No one who reads the preliminary 
chapter will accept this stricture as just. He says: 

“Not only is the part played by the active senses the 
essential criterion of science; one may go er—the 
vast and complicated experimental paraphernalia of science 
are merely means of extending their scopé. Examination 
of the patient by means of the stethoscope and the clinical 
thermometer is but a slight, though enormously important, 
refinement of observation through the wumaided senses. 
Other more accurate and more powerful © devices—the 
compound microscope, the electrocardiograph, the --ray 
plate, the fluoroscope—facilitate observation, but do not 
modify its ‘essential character. They enable the physician 
to sharpen his’ natural powers by exaggerating the data, be 
they sounds or sights, or to translate one sense into another, 
thus escaping’ from the less competent senses—touch, 
weight, and hearing—to the more delicate sense of vision, 
or, better still, to diminish the danger of error by employ- 
ing several sensez in succession.” 

The book discusses: Medicine and Medical Education; 
Three Tynes of Medical School; General Education; The 
Rasic Sciences; Modern Languages; The Curriculum: 
(A) Europe; (B) America; The Laboratory Sciences; 
The Clinics; Institutes for Medical Research; Costs. _ 

This: work is based on studies that marked an epoch in 
the history of medical education. 


Progressive Medicine. A Quarterly Digest of Advances, 
Discoveries and Improvements in the Medical and Sur- 
gical Sciences. Edited by Hopart Amory Haze, M.D., 
LL.D.; assisted by Lercuton F. Appteman, M.D., Vol- 
ume I. March, 1925. Octavo; 304 pages; illustrated. 
Philadelphia and New York: LEA AND FEBIGER, 1925. 

This number. reviews. the literature of the following 
subjects: Surgery. of ead, Neck and Breast, by 

Charles H. Frazier; Surgery of the Thorax, by George P. 

Miller; Infectious Diseases, by John Ruhrah; Diseases 0! 

Children, by Stafford McLean; and Rhinology, .Laryngo- 

logy and Otology, by John A. Bacher. 
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